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NEW BOOK - -- COOKE’S ALLERGY 


Dr. Cooke, in association with 13 other specialists, has written a book that offers the general phy- 
sician, the allergist and specialists in many fields, a really specific down-to-earth aid in meeting 
these problems and achieving measurable results in solving them. There are many outstanding peints 
about this new book. Probably the one of broadest scope and greatest promise to the general prac 
titioner, is that the plan and approach are based on the author’s great experience in the extensive 
program of postgraduate instruction—sponsored by the American College of Physicians. The orderly 
development of facts from fundamentals through detailed clinical situations—means that, regard 
less of your immediate question, you can consult this book with assurance of finding clear, im - 
telligible guidance. 


Emphasis has logically been placed on the allergic disorders of greatest importance and frequemicy, 
but at the same time an adequate presentation has been made of the subject as a whole—basic 
essentials, technic and meaning of tests, presentation, diagnosis and treatment. This is indeed @ 
book in step with the day-by-day needs of modern medical practice. 


By Robert A. Cooke, M.D., Sc. D., F.A.C.P., Attending Physician and Director of the Department 
of Allergy, the Roosevelt Hospital, New York City. 580 pages, illustrated. $8.00. 
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()-PAUL B. HOEBER, INC -® 


Medical Book Department of Harper & Brothers 


Mengert’s 
POSTGRADUATE 
OBSTETRICS 


For The Family Physician! This up- 
to-the-minute guide to everyday obstetrics 
gives emphasis to subjects in proportion 
to their occurrence in family practice. The 
latest, simplest, accepted procedures are 
described in specific detail in this truly 
postgraduate manual. 


Elman’s 
PARENTERAL 
ALIMENTATION 


A Practical Book! This new book 
shows how to use parenteral feeding in a 
wide variety of conditions. All the nutri- 
tive elements are covered including amino 
acids, vitamins, blood and plasma. This 
authoritative guide adds an important new 
group of modern technics to your thera- 


peutic armamentarium. 
By Witiiam F. Mencert, M.D., Prof. By Ropert ELMAN, M.D., Assoc. Prof. 
0b. & Gyn., Southwestern Med. Coll.; 407 Surg., Washington Univ.; 302 pp., 22 
pp., 123 illus., $5.00. tables, 34 illus. $4.50. 


Nielsen’s CLINICAL NEUROLOGY 


New Second Edition! This practical, comprehensive guide to clinical neurology 
is especially designed for the family physician. This unusual text presents neurologic 
disorders as met in everyday clinical practice. Practical and effective therapy is stressed. 
The use of new drugs and descriptions of several new syndromes are but a few of the 
many additions in this refreshing new edition. 


By J. M. Nretsen, M.D., F.A.C.P., Assoc. Clin. Prof. Med., U. of So. Calif.; 713 pp., 
190 ilus., $7.50. 


PAUL B. HOEBER INC., 
49 East 33rd St., New York 16, N. Y. 


Please send me the following books on approval: 


[] Mengert’s POSTGRADUATE OBSTETRICS ........ 


(0 Elman’s PARENTERAL ALIMENTATION $4.50 


(0 Nielsen's CLINICAL NEUROLOGY .. ; $7.50 
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CARTOSE 


Carbohydrate fer 
FOR INFANT FEEDING 
As 


WELL TOLERATED by the NEWBORN 


Clinical experience establishes that 
CARTOSE* is especially well toler- 
ated by newborn infants. 
CARTOSE supplies carefully bal- 
anced amounts of non-fermentable 
dextrins, with maltose and dextrose. 
These offer the advantages of: spaced 
absorption because of the time re- 
quired for hydrolysis of the higher 
sugars ; less likelihood of distress due 
to the presence of excessive amounts 


of fermentable sugars in the intesti- 
nal tract at one time. 

CARTOSE is liquid; formula 
preparation is simple, rapid, and ac- 
curate. It is compatible with any for- 
mula base: fluid, evaporated, or dried 
milk. 


The word CARTOSE is registered wedemerk of H. W. 


CARTOSE 


O06. & OFF. 


Mixed Carbohydrates 


H. W. KINNEY & SONS, INC. 
wodemerk 


COLUMBUS, INDIANA 
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THE ROAD TO ACCURATE opiscnosis 


Signs and Symptoms 
Their Clinical Interpretation 


Edited by CYRIL M. MacBRYDE, M. D. 
WASHINGTON. UNIVERSITY SCHOOL OF MEDICINE 


Presents ways of learning the ; 
possible source of the trouble from what 
M the patient says and the way he says it! 
Ap P roximately Schools the reader to lead the patient into 
500 telling his own story . . . a major contribu- 
tion to medical literature which presents the art of { 
Pages history taking and symptom evaluation without 


losing sight of the patient as an individual. SIGNS 


AND SYMPTOMS is based on clinical entities—its 
75 sections written by authorities—MacBryde on Pain, = 
: Wolff on Headache, Jordan on Abdominal Pain, 
Illustrations Freyberg on Backache, Back Pain and Joint Pain, 
with 6 1n Beeson on Fever, Portis on Jaundice, and many others. 
Organized around the complaints of the patients 
COLOR in the average waiting room and designed to 


" help the physician evaluate symptoms—the road to 4 
Rea dy Soon accurate diagnosis and adequate treatment. 
$12.00 ENTIRELY NEW | 


J. B. Lippincott Company, East Washington Square, Philadelphia 5, Pa. 


Enter my order and send me when published 
MACBRYDE’S SIGNS and SYMPTOMS—$12 


O Check enclosed (0 Charge my account O Send C.O.D. 
NAME 
STREET. 
CITY, ZONE, STATE 


LIPPINCOTT SELECTED PROFESSIONAL BOOKS 
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It is during that all-important first year of 

life that the very foundation of future health 

and ruggedness is laid. And the well nour- 
ished baby is, in most cases, more resistant to the common ills 
of infancy. Similac-fed infants are notably well nourished; 
for Similac provides fat, protein, carbohydrate and minerals, 
in forms that are physically and metabolically suited to the 
infant’s requirements. Similac dependably nourishes the 
bottle-fed infant—from birth until weaning. 


M & R DIETETIC LABORATORIES, INC. @ COLUMBUS 16, OHIO 


SIMIVAC 


A powdered, modified milk product, especially pre- 


Similae contains approximately 400 U.S.P. units of 
Vitamin D and 2500 U.S.P. units of Vitamin A as 
a result of the addition of fish liver oil concentrate. 


pared for infant feeding, made from tuberculin 

) tested cow's milk (casein modified) from which part 

é ‘ of the butter fat has been removed and to which has 
4 been added lactose, cocoanut oil, cocoa butter, corn 

A oil, and olive oil. Each quart of normal dilution 
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Just Released! 
CLENDENING & HASHINGER’S 


METHODS 


By LOGAN CLENDENING, 
M.D., F.A.C.P., Late Professor of 
Clinical Medicine and History of 
Medicine, University of Kansas 
School of Medicine; and ED- 
WARD H. HASHINGER, MLD., 
F.A.C.P., Professor of Clinical 
Medicine, University of Kansas 
School of Medicine. 


1064 pages, 125 illustrations. 
Price, $12.50. 
CONTENTS: 
Part I—PRINCIPIA DIAGNOS- 


TICA: Logic and Diagnosis. The 
Organon of Diagnosis. 


Parr II—THE PATIENT: The 
Anamnesis. The Physical Exami- 


nation. 


Parr II—ANATOMIC RE- 
GIONS: The Body as a Whole. 
The Head. The Extremities. Fe- 
male Genitalia. Male Genitalia. 
Rectum. Nervous System. 


Part IV—LABORATORY AND 
SPECIAL PROCEDURES: Exami- 
nation of Urine. Examination of 
Blood. Blood Chemistry. Sputum. 
Gastric Contents. Stool. Functional 
Tests. Cerebrospinal Fluid. Tran- 
sudates and Exudates. Immuno- 
logic Tests—Blood and Skin. X- 
Ray. Electrocardiogram. Basal Me- 
tabolism. Ophthalmoscopy, Otos- 
copy and Laryngoscopy. Bronchos- 
copy. Proctoscopy. Gastroscopy 
and Perintoneoscopy. Diagnostic 
Use of Drugs and Dyes. 


THE C. V. MOSBY COMPANY 
3207 Washington Blvd. 
St. Louis 3, Mo. 


DIAGNOSIS 


A New, Completely Practical Work for “the Phy- 
sician at the Bedside of the Patient.” 


This book has been prepared with you in mind— 
you, at the bedside of your patient, analyzing the 
patient’s story, noting symptoms and signs, and 
finally, interpreting laboratory findings. On that 
basis, METHODS OF DIAGNOSIS covers all 
the diagnostic possibilities of a given case. 


First the basic principles of diagnosis are set forth. 
Then complete sections are given over to the basic 
entities in diagnosis: Symptoms, physical signs, 


and interpretation of laboratory findings. The 


authors cover the significance of specific symp- 
toms. They go over the body as a whole—and 
examine each system and part of the body. Finally, 
they discuss and evaluate the findings of lab- 
oratory and special procedures. 


The contents of METHODS OF DIAGNOSIS 
are based on more than ‘twenty-five years of bed- 
side teaching of physical diagnosis. The enjoy- 
able and vivid Clendening style, as always, in- 
vites study and imparts information emphatically. 
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Gentlemen: Send me immediately a copy of the new Clendening-Hashinger 
METHODS OF DIAGNOSIS, $12.50 


.....Attached is my check. 


seed Charge my account. 
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Addressed to 


In its current “See Your Doctor” advertise- 
ment Parke, Davis & Company emphasizes 
the importance of seeking medical counsel 


your women patients at the time of menopause. This educa- 


tional campaign, in behalf of the medical 
profession, appears regularly in color in 
LIFE and other leading magazines. 


OR most women toda: 
the peri 
change Of life.” need ™opause, 
ension, Reed cause little appr 


ing functions of the 


Also, it’s important to be sure that irregul 
indicate the Onset of thes 


nancy, or th 
tat © Presence of cancer op 


~ Some thi hould know about th menopause 
WA 
aN established fact that most of the Physical dis. 
+ ~~) = sland, 
| many thincs about the Glands, and the hormones 
Hot flushes, headaches, Nervous tension, mental de. 
j Pression, sudden Bain in weight, and insomnia your 
doctor can usually relieve these Common menopausal 
But there are other reasons, too, why you should 
t consult your doctor as soon as you Notice any signs of, 
At this time, your body undergoes many changes, 
It’s the time when you are most likely to havea 
Tise in blood Pressure or q tendency toward gastro. 
SEE your Doctor. He can help you avoia Many 
Physical and mental Problems during the Menopause. 
‘ Equally important, his Supervision and understanding 
Makers of Medicines Prescribed by Physicians PARKE, DAVIS & CO. rar Fost 
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Controlled clinical studies conducted on patients with SS : 


hypochromic anemia reveal the therapeutic superiority of 
molybdenized ferrous sulfate over equivalent dosages of ferrous 
sulfate alone: 


MORE RAPID RECOVERY—Normal hemoglobin values are 
restored more rapidly, increases in the rate of hemoglobin forma- 
tion being as great as 100% or more in patients studied. 


INCREASED UTILIZATION—Iron utilization is similarly more 
complete. 


BETTER TOLERANCE—Gastrointestinal tolerance is excellent— 
even among patients who have previously shown marked 
gastrointestinal reactions following oral administration of other 
iron preparations. * 


White’s Mol-Iron is a specially processed, 
co-precipitated complex of molybdenum 
oxide 3 mg. (1/20 gr.) and ferrous sulfate 
195 mg. (3 gr.). Bottles of 100 and 1000 
tablets. 


*Healy, J.C. : Hypochromic Anemia : 
Treatment with Molybdenum-Iron 
Complex, The Journal-Lancet, 

66 :218-221 (July) 1946. 
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STEPS 


in Relief of the Gallbladder Stasis 
of Chronic Cholecystitis 
Through Physiologic Drainage... 


SEARLE 


RESEARCH IN THE SERVICE OF MEDICINE 


Ketochol and Pavatrine are the registered trademarks of G. D. Searle & Co., Chicago 80, Illinois 
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“Blind tests” 1 confirm the experience of internists throughout the 
country 2,3,4 . ,, Mercuhydrin Sodium Solution is significantly free 
from reaction at the site of injection. 

The intramuscular route provides an absorption site from which the 
medication is released to the circulation more slowly than is the case 
following intravenous injection of a drug. In this way conduction centers 
of the heart are spared the shock of relatively massive and sudden drug 
concentrations. 

By making the intramuscular route more generally available, the new 
mercurial diuretic, Mercuhydrin, has matched the pace of improving 
technics in the treatment of cardiac decompensation. 
| Mercuhydrin Sodium is the sodium salt of methoxyoximercuri- 
propylsuccinylurea-theophylline. Supplied in 1 cc. and 2 cc. ampuls. 
Literature and clinical sample on request. LAKESIDE LABORATORIES, INC., 
Milwaukee 1, Wisconsin. 


1. Modell, W., Gold, H. and Clarke, D. A.: J. Pharm. and Exper. Therap., 84:284-290 (July) 1945S. 
2. Finkelstein, M. B. and Smyth, C. J.: Proc. Central Soc. Clin. Research, 16:69, 1943. 

3. Friedgood, H. B.: New Eng. J. Med., 227:788-798 (Nov. 19) 1942. 

4. Finkelstein, M. B. and Smyth, C. J.: J. Lab. and Clin. Med., 31:454, 1946. 


= Sodium 
(BRAND OF MERALLURIDE SODIUM) 
WELL TOLERATED LOCALLY 
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Some years ago it was noted that the 
administration of some crude liver 
extracts for treatment of anemia in 
cases with excessive uterine bleeding 
produced a lessening of the flow. 
This led to the isolation of an active 
anti-menorrhagic factor from the ste- 
rols of the liver. Very good results 
have been obtained from the use of 
this ANTI-MENORRHAGIC FAC- 
TOR (ARMOUR) in the control of 
functional uterine bleeding. Such 
bleeding is most common in patients 
approaching the climacteric or during 
adolescence but it may occur at any 
age. Usually it is menorrhagic in type 
but may be intermenstrual or metror- 
rhagic. There may be complete ir- 
regularity in the menstrual function. 


ANTI-MENORRHAGIC FACTOR 


(ARMOUR) is recommended in all 
these varieties provided there is no 
underlying organic factor such as 
tumor. 

During excessive flooding massive 
dosage may be indicated—8 or more 
glanules t. i. d., up to 50 per day. 
The most advantageous time to start 
treatment, however, is about two 
weeks before menstruation, giving 2 
or more glanules t. i. d. 


Literature upon request. 


Have confidence in the preparation 
you prescribe — specify “ARMOUR” 


THE LABORATORIES 


OF ANIMAL ORIGIN «+ 


CHICAGO 9, ILLINOIS 
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Liver Protein Hydrolysate itis 
AMINO ACIDS for ORAL THERAPY 


The amino acids in LEDINAC Liver Protein Hydrolysate Lederle 
provide a rapidly absorbable supplement which tends to combat 


“protein starvation” in patients and secure normal nitrogen 
LISTEN to the latest devel- balance in the tissues. Amino acids furnish one of the best means | 
opments in research ond of providing convalescent patients with nitrogenous foods. 
LEDINAC Liver Protein Hydrolysate Lederle provides in a 
por profession in the  Palatable, chocolate-flavored form, a rapidly absorbable dietary 
lederle radio series, "The | Supplement that does not tax unduly the digestive powers of 
Doctors Talk It Over,” the patient. 


broadcast coast-to-coast EN IN AC Liver Protein Hydrolysate Lederle is a source not only | 


M i ° A 
ard - pone eerie of modified protein and amino acids, but also of vitamins, minerals, 
casting Company network and carbohydrates. It is derived from mammalian liver —the 
and affiliated stations. richest nutritional storehouse in the body. 


*Reg. U.S. Pat. Off 


FORMULA Each 30 Gm. contains: 
liver Protein Digest... .... 54.0% Thiamine Hydrochloride mg. 
38.5% Riboflavin (Ba) ........ 2.00 mg. 
Flavoring Agents (including Niacinamide ........ 6.60 mg. fl 

chocolate and saccharin) .. 7.5% 2.30 mg. 

Supplying: Carbohydrate ..... 32.5% iB.) 0.24 mg. 
Free Amino Nitrogen. ..... 1.0% 120.00 mg 
including the amino acids, Arginine, 106.00 mg. 

Histidine, Lysine, Tryptophane, Phenylala- Phosphorus. ........ 297.00 mg. 

nine, Methionine, Threonine, Leucine, lso- 4.80 mg. 

leucine, Valine, and Cystine. 103.8 


Packaged in one-half pound jars 
LEDERLE LABORATORIES DIVISION 


AMERICAN CYANAMID COMPANY «+ 30 ROCKEFELLER PLAZA, NEW YORK 20, N.Y. 
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You will appreciate the easy-working pre. 


cision of the B-D* Metal Cartridge Syringe, 


in combination. with cartridges of Bristol 
Penicillin in Oil and Wax. Busy physicians 
everywhere have welcomed this time-saving 
method of injecting penicillin in office prac. 


tice. 


One cc.-of Romansky’s original formula 
contained in each cartridge provides 300,000 
units of calcium penicillin . . . enough to 
maintain a therapeutic concentration in the 
blood for as much as 24 hours. The syringe 
and needles are sterilizable for repeated 
use. Syringes and Bristol Cartridges can 
be obtained through your regular source 
of supply. 


The B-D* Metal Cartridge Syringe is supplied with two 
needles. Bristol also provides the B-D* Disposable Car- 
tridge Syringe, for one injection only. Bristol Car- 
tridges of Penicillin in Oil and Wax are packaged in 
boxes of one and five. 


*Trade Mark Reg. U.S. Pat. Off., Becton, Dickinson & Co, 


LABORATORIES INC. SYRACUSE, NEW YORE 
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*in equivalent doses, 
barbiturate for oral 
use combines more 
profound and 


shorter effect than... 


Nembutal 


(PENTOBARBITAL SODIUM, ABBOTT) 


FOR SEDATIVE EFFECT: 
NEMBUTAL IN Y4-GR. TO 1-GR. DOSES 
% Nembutal is a powerful barbiturate—so powerful that 
doses of less than 14 gr. suffice for many patients and 
in many conditions in which brief sedative and only a mild 
hypnotic action is desired, 
#% In simple insomnia, for instance, a dose no larger than 
one %-gr. capsule usually obtunds emotional disturbances 
or reactions to outside stimuli sufficiently to induce sleep. 
* Smaller dosage reduces the amount of the drug that 
must be eliminated, the duration of effect, and any slight 
possibility of ‘‘hang-over.” 
* Smaller dosage results ina monetary saving to the patient. 


A FORM TO FIT ANY SHORT-ACTING SEDATIVE AND HYPNOTIC NEED 


FOR TRUE HYPNOSIS: 

NEMBUTAL 1'/2-GR. CAPSULES 
% Only one 1'4-gr. capsule is needed, under most cir- 
cumstances, to produce 6 to 8 hours of sleep under the 
influence of the drug. 


% For preoperative sedation and as a basal anesthetic, 
prescribe one or two 1 4-gr. capsules the evening before, 
and one or two capsules of the same size one or two hours 
before operation, 

% For obstetrical analgesia and amnesia, administer two 
or three 1'%-gr. capsules, with or without scopolamine or 
meperidine, when cervix is definitely dilated and pains 
recur regularly at not more than five-minute intervals. 


NEMBUTAL 34-GR. CAPSULES—For the majority of cases in which sedative effect only is desired. 
NEMBUTAL 1/2-GR. CAPSULES—For surgical, obstetrical and all requirements for true hypnotic action. 
NEMBUTAL ELIXIR—Contains 2 grs. per fluidounce; 4 gr. per teaspoonful. Unusually palatable. 
NEMBUTAL SUPPOSITORIES—In 1/2-gr., 1-gr., 2-gr. and 3-gr. sizes. 
NEMBUTAL AND ASPIRIN—Nembutal, 2 gr., and aspirin, 5 gr. Sedative and analgesic. 
EPHEDRINE AND NEMBUTAL—Ephedrine, % gr., and Nembutal, ¥% gr. 


15 


ABBOTT LABORATORIES*NORTH CHICAGO, ILLINOIS . 
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The chemical synthesis of 


PURE ASCORBIC ACID 
has made possible the parenteral 
administration of this vitamin 

in adequate, accurate dosage. 


N the presence of gastrointestinal disturbances, impairment 
of absorption may precipitate vitamin C deficiency despite a 
presumably adequate intake of the vitamin. When there is per- 
sistent vomiting, diarrhea, or any other condition preventing 
the utilization of sufficient vitamin C, the parenteral adminis- 
tration of Ascorbic Acid Merck will be of value. 


Literature on Request 


ASCORBIC ACID MERCK 


Cryslalline Vilamin 
for Prophylaxis and Treatment of Vitamin C Deficiency 
COUNCIL ACCEPTED 


MERCK & CO., Inc. Manufachning Chemists RAHWAY, N. J. 
In Canada: MERCK & CO., Ltd. + Montreal, Que. 
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Illustration by Harold Atderson 


The research of the ethical pharma- 
ceutical manufacturer supplements 
that of the physician. .The Lilly 
Research Laboratories have been 
privileged to work with investiga- 
tors in almost every specialized 
field of medicine. The scientific 
staff of the Lilly organization is 
dedicated to the principle of serving 
the medical profession through re- 
search. 


ENGINEERS are generally given the complete credit for revolutionary ad- 
vances in the field of aviation. Sometimes overlooked are the brilliant re- 
searches of physicians and their associates who have carefully investigated 
the causes of physical discomfort under all conditions of flying and who 
have worked out methods to minimize or prevent harmful body stresses. 
Paul Bert, the brilliant French physiologist, was the first to lend his talents 
to this study. Aviation medicine is now a recognized specialty. The spec- 
tacular achievements in aviation have in no small degree been made pos- 
sible by this branch of the medical profession. 
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STINGING, STABBING JETS OF FLAME 


THE PREPARATION of empty containers in the Lilly manufacturing 
laboratories is often an important factor. Consider, for example, the 
process of fire-polishing empty ampoules after the tips have been re- 
moved. Fire-polishing eliminates rough edges, prevents breakage 
later. Dust and fragments of glass are then blown out with filtered, 
compressed air under high pressure. Not until they have been washed 
with filtered distilled water, dried, and sterilized at 220°C. are the ame 
poules ready for filling. Here are but a few of the procedures that help 
to make Lilly Ampoules the finest the markets of the world afford: 


ELE LILLY AND COMPANY 
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ature herself asks 
for nothing more 


It would seem wise to assist nature with an 
endocrine substance similar to her own when- 
ever diminishing production of hormone by the 


ovary causes menopausal symptoms. It would 
seem wise, therefore, to supply estradiol in 


the same smooth, steady fashion to which the 
body is accustomed. 


PROGYNON-B, the oenzoic acid ester of estradiol, 
parallels nature’s own wisdom. Injected-intramus- _ 
cularly, the primary follicular hormone is released 
gradually and evenly from PROGYNON-B over a 
prolonged period—six to ten days depending on 
the amount administered. 

PROGYNON-B (alpha-estradiol benzoate) in oil, 
ampules of 1 cc. containing 0.08, 0.16, 0.33, 1.0 
and 1.66 mg. (500, 1000, 2000, 6000 and 10,000 
R.U.); boxes of 3, 5, 6, 50 and 100 ampules; and in 
vials of 10 cc., each cc. containing 0.16 mg. (1000 
R.U.)...1 R.U. < 10 1.U. Boxes of 1 and 6 vials. 


Trade-Mark PROGYNON-B—Reg. U.S. Pat. Off. 


& 
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reasons 
fer 


| prescribing 


fluid form... 


This new fluid sulfadiazine is the ideal 
oral dosage form, especially for infants 
and children, and also for the many 
adults who object to tablet medication. 
Each 5 cc. (1 teaspoonful) contains 0.5 
Gm. (7.7 gr.) of sulfadiazine. 


exceptional palatability... 
Eskadiazine is so surprisingly palat- 
able and pleasant in consistency that 
it is accepted willingly by all types of 
patients. Children actually like to take 
Eskadiazine; and, for infants, it may 
be added to bottle formulas. 


more rapid absorption... 


The findings of a recent clinical study 
by Flippin et al. (Am. J. M. Sc., Aug. 
1945) indicate that with Eskadiazine 


S.K.F.°s 


new, desired serum levels may be far more 
(standing rapidly attained than with sulfadiazine 

pe atable ‘9 administered in tablet form. 

euliadiusine Smith, Kline & French Laboratories, Philadelphia, Pa. 
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it is ane from whiek ‘the pai: 


Wherever a general analgesic-sedative is indicated, 


offers three important drugs for their synergistic 
pharmacologic effect—the potentiation of analgesia. 


Each Tablet Aspirocal 
Comp. contains: 
Acetylsalicylic Acid.... 
Calcium Gluconate 2 
Butisol (5-ethyl-5-secondary 
butyl barbituric acid 
“Me eil’’) 

Supplied in bottles of 100, 

500 and 1000 tablets. 

*Handbook of Therapy, Chicago, American 
Medical Association, 1935, p. 58. 


Aspirocal—although designed for general analgesic and 
sedative use—requires your prescription. Thus the 
patient is kept under your absolute supervision 

and the causation of pain can be checked. 

Aspirocal is widely used in headache, the large field of 
neuralgias and similar conditions, rheumatic and 
arthritic conditions, and in dysmenorrhea and minor 
surgical procedures. Caution: Use only as directed. 


A trial supply will be sent to physicians upon request. 
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“But it sure would be nice to breathe 
again!” The patient’s a little apologetic for 
calling you in on just a cold—but fearful 
that it might turn into “something serious”. 

With Sulmefrin, you provide that wel- 
come relief through nasal decongestion and 


drainage plus the necessary protection 
resulting from its bacteriostatic action. 


* improved formula 


SQUIBB 


onty a cold, 


Thus the danger of sinusitis, bronchitis and 
mastoiditis may be considerably lessened. 

Sulmefrin affords the benefits of sodium 
sulfathiazole anhydrous 1.25% and sodium 
sulfadiazine 1.25% with the safe decon- 
gestive properties of 0.125% dl-desoxy- 
ephedrine hydrochloride in a stabilized 


aqueous vehicle.* 


MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 


| 
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stable tyrothricin © 


in 
ointment 
form! 


‘TYRODERM' Tyrothricin Cream is particularly designed for treatment of a variety 
of skin infections. Developed by the Medical Research Division of Sharp & Dohme, 
it contains 0.5 mg. (500 micrograms) of stable tyrothricin per gram in a special 
emollient base. * The tyrothricin present in ‘TYRODERM’ Tyrothricin Cream is stable 
... exhibits approximately the same range of bacterial specificity as penicillin . . . 
remains in contact with site of application for a prolonged period of time . . . acts 
promptly. * ‘TYRODERM’ Tyrothricin Cream is indicated in the treatment of 
pyodermatoses such as acne vulgaris, impetigo, dermatitis vegetans, infectious 
eczematoid dermatitis, and other dermatoses caused by gram-positive organ- 
isms. It is also useful in the treatment of varicose, decubital and ischemic ulcers, q 
selected accessible postsurgical wounds, and minor second and third degree burns. 
Sharp & Dohme, Philadelphia 1, Pa. 


TYROTHRICIN CREAM 
Supplied in 1-0z. tubes and 1-Ib. jars. 
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Obtainable from your 
usual source of supply in 1 

. €c. ampules, 5 mg., 10 mg., and 
25 mg.; in boxes of 3, 6, and 50. 


RARE CHEMICALS, INC. 


HARRISON, NEW JERSEY> 
WEST COAST DISTRIBUTORS: GALEN ‘COMPANY, "RICHMOND, CALIFORNIA | 
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Closed systems for blood and plasma 
transfusions, today so widely accepted, 
were introduced by Baxter. 

Transfuso-Vacs, Plasma-Vacs, Centri- 
Vacs and accessories reduce contamina- 
tion risk and make for safer, simpler trans- 
fusion techniques. No other method is 
used in so many hospitals. 


Manufactured by 
BAXTER LABORATORIES 
Glenview, Illinois Acton, Ontario 
Produced and distributed in the eleven Western 
states by DON BAXTER, Inc., Glendale, California 


* 


AMERICAN HOSPITAL SUPPLY CORPORATION 


DISTRIBUTORS EAST OF THE ROCKIES e EVANSTON ¢ NEW YORK ¢ ATLANTA 
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zYMATIC hydrolysates of yeast, 

casein, and lactalbumin with added 
dl-methionine, thiamine hydrochlo- 
ride, riboflavin, niacinamide, calcium 
pantothenate, pyridoxine hydrochlo- 
ride, dextrose and natural flavoring 
agents. . 

Clinical conditions in which Pen- 
darvon is applicable: 


1. Impaired protein ingestion, diges- 


tion or absorption as in old age, in 
both surgical and nonsurgical dis- 
turbances of the gastro-intestinal 
tract and, generally, preoperatively 
and postoperatively. 


2. Increased protein need which is 
not met by the dietary intake as ia 
pregnancy, lactation and hyperthy 
roidism. 


eee April 1947 
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Palatable and Complete 


>, in 3. Increased protein loss as in burns, hepatitis or of folic acid in anemia. 


5. Deficiencies of vitamins of the B 
vely euhdies. complex occurring in any of the 
above. 
4.Need for the specific action of — Pendarvon is supplied in completely 
h is one or another of the amino acids = dissolving granules, in 8-0z. bottles. 
s in esthat of di-methionine in toxic Trial supply on request. 
thy. 


NUTRITION RESEARCH LABORATORIES + CHICAGO 
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MOLEHILL or MOUNTAIN? _.... 


in Constipation—True or Alleged 
it’s MUCILOSE 


When the patient who declares himself constipated has made a 
mountainous problem of over-purgation from a molehill of underlying 
cause, Mucilose—bland, lubricating bulk—is a valuable adjunct in 
correcting both the self-imposed laxative habit and the primary 

Ample intestinal bulk is assured by placing the patient on Mucilose~ 
pure, concentrated hemicellulose from psyllium. More efficient... 
Mucilose absorbs 50 times its weight of water to form a bland colloidal 
gel—lubricates the intestinal contents and gently stimulates peristalsis. 


and a regular “habit-time”—it’s Mucilose. 


GREATER BULK from SMALLER DOSE at LOWER COST 


Mucilose 


IN SPASTIC AND ATONIC CONSTIPATION 
Highly purified hemicellulose concentrate, derived 
from Plantago loeflingii ... available as flakes or 
granules in 4 oz. bottles and 16 oz. containers. 


A trial supply of Mucilose will be sent to you upon request. 


Sry 


DETROIT 31, MICHIGAN 
NEWYORK + KANSASCITY + SAN FRANCISCO + ATLANTA « WINDSOR, ONTARIO 
SYDNBY, AUSTRALIA «¢ AUCKLAND, NEW ZEALAND 


’ 
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HE DRUG OF CHOICE 
ROUTINE 


DIGISIDIN. trademark 


Vol. 40 No. 4 27 
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as the drug of choice for routine digitaiizction. 
* ca “It is the main glycoside of Digitalis purpurea. It is 1000 times as 
potent as standard digitalis leaf. Hence such small doses 
— standardized ay tand by say—never varies 
; in composition ition or 
It is absorbed completely when giv mouth. Digitalizotion 
may be accomplished in from 6 to 10 hours by or lose 
Availak >in tablets of 0. in bottles of 50, ond 500. 
y CHEMICAL COMPANY, INC. 
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for the 


ITRAN ITOL 


Trademark Reg. U. S. Pat. Off. 


Safe, Gradual, Prolonged Vasodilation 


By maintaining the blood pressure at safe levels 
over a prolonged period, Nitranitol obviates many of 
the restraints generally placed upon the hyperten- 
sive—permitting a reasonably normal, useful life. 

Nitranitol’s vasodilating action is gradual and 
prolonged, avoiding circulatory shock. Its lack of 
toxicity makes it safe for continuous administra- 
tion over the protracted periods necessary in keep- 
ing hypertensive symptoms under control. 


Nitranitol contains 4 gr. itol h itrate in each 
scored tablet; dosage is 1 to 2 tablets every four hours. 
Available for prescription in bottles of 100 and 1000, 


THE WM. &. MERRELL COMPANY 


NITRANITOL 
WITH 
PHENOBARBITAL 
combines 4 gr. phenobarbi- 
tal with % gr. mannitol hex- 
anitrate. Scored tablets in 

bottles of 100 and 1000. 


. CINCINNATI, U.S.A. 
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The Element 
of Planned Protection 


Accumulating evidence indicates that”Enziflur” 

—calcium fluoride with vitamins C and D—may provide 

a valuable aid in the prevention of dental caries. 

“Enziflur” Lozenges should be allowed to dissolve slowly in the mouth, thus bring- 
ing the surfaces of the teeth in contact with the fluorine-bearing saliva. One 
“Enziflur” Lozenge daily supplies the optimal dosage of calcium fluoride in com- 
bination with the minimum daily requirements of vitamins C and D. 


Descriptive literature providing indications, dosages and contraindications available to physicians 


and dentists upon request. 


“Enziflur” Lozenges (No. 805) are available in bottles of 30 and 100. 


REG. U.S. PAT. OFF. 
AS AN AID IN THE PREVENTION OF DENTAL CARIES. 


AYERST, McKENNA & HARRISON Limited 


22 EAST 40TH STREET, NEW YORK 16, N.Y. 
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hypochromic anemia 


constant problem 


Hypochromic anemia is a constant problem for the physician. Malnutrition, dietary 
whims, chronic hemorrhage, and clinical conditions that impair assimilation of iron 
are contributing factors in the development of iron deficiency. ¢ For control of 
hypochromic anemia, more and more physicians are prescribing ‘Ribothiron’ Tab. 
lets or ‘Ribothiron’ Elixir, because these preparations are specifically designed for 
efficient prophylaxis and treatment of this condition. « Both ‘Ribothiron’ Tablets and 
‘Ribothiron’ Elixir provide ferrous sulfate, clinically the most effective and best toler- 
ated form of iron, plus two essential vitamins of the B-complex—thiamine hydro- 
chloride (vitamin B,) and riboflavin (vitamin B,)—which may be necessary for normal 
absorption and utilization of iron . . . Sharp & Dohme, Philadelphia 1, Pa. 


(equivalent to 0.27 Gm. [4.3 gr.] ferrous sulfate U.S.P.) 
Thiamine hydrochloride (Vitamin B;). . . . 


Wii RO Re 
VW it IVI Dosagé: One tablet four times daily, after each meal and upon 


retiring. 


Each fiuidounce of this palatable elixir contains: 

Ferrous sulfateU.S.P........... 1.3 Gm. (20 gr.) 
Thiamine hydrochloride (Vitamin B;). . . . 2m 
Riboflavin (Vitamin Bz) 

Supplied in pint and gallon bottles. 


Dosage: One dessertspoonful four times daily, after each meal 
and upon retiring. 


30 April 1947 
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Each sugar-coated tablet contains: 
Ferrous sulfate exsiccated 026m. Gm) 
| . 
Tablets and Elixir 
Ferrous Sulfate with Vitamins B, and B, 
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the characteristic response 


to Pyridium therapy 


The prompt symptomatic relief provided by Pyridium is extremely gratifying to the patient 
suffering from distressing urinary symptoms such as painful, urgent, and frequent urination, 
nocturia, and tenesmus. 

Pyridium, administered orally in a dosage of 2 tablets t.i.d., will promptly relieve these 
symptoms in a large percentage of ambulant patients, thereby permitting them to pursue 
normal activities without undue discomfort. 

Acting directly on the mucosa of the urogenital tract, this important effect of Pyridium is 
entirely local. It is not associated with or due to systemic sedation or narcotic action. 

Therapeutic doses of Pyridium may be administered with virtually complete safety through- 
out the course of cystitis, pyelonephritis, prostatitis, and urethritis. - LITERATURE ON REQUEST + 


wes PYRIDIUM ...... 


(Phenylazo-alpha-alpha-diamino-pyridine mono-hy drochloride) 
MERCK & CO., Inc. RAHWAY, N. J. 


Manufacturing Chemists 


In Canada: MERCK & CO., Ltd., Montreal, Que. 
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as much as 200,000 units of 


penicillin directly at the site of vaginal 
infections -now possible with penicillin 


a new, completely painless, extremely 
‘convenient method of treating many 


stubborn infections ** now available at 


your druggists’ boxes of and 


100,000 units of penicillin calciwn, are indicated in the 
treatment of infections of the lower genital tract, e.g., vaginitis, 
caused by, of associated with, penicillin-sensitive organisms, 
exclusive of the gonococcus. May aiso be of value in the 
prophylaxis of infections of the uterus, adnexa, and lower 
genital tract following surgical procedures, and as an adjunct 
ta the management of trichomonas vaginalis infections. 
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thé plan cer Not only in the autumn of man’s life, but at any age, syn 

Alter prppi may appear which have been identified with lowered 
twelve hormonal supply. Under this condition, man’s naturally 
cing pe gressive mental and physical activities lose their productive 

drive. The first appearance of testosterone propionate as 
Sas betoma Potent Perandren marked the beginning of medical triumph over 

fed the treatment of mor many of these ills. Each year now sees former experimental 
conditions indications for the use of Perandren become accepted pro- 
cedures. Besides Perandren in ampuls for injection, 

| si Ciba also issues Metandren: methyltestosterone for 

and sublingual use. 


CIBA PHARMACEUTICAL PRODUCTS, INC, SUMMIT, NEW JERSEY 
IN CANADA: CIBA COMPANY LIMITED, MONTREAL 
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PERAND 


IN MALE HYPOGONADISM 


Perandren, the pioneer brand of testosterone propionate, provides unsurpassed potency for male 
hormone therapy. Perandren is measured in milligrams of the pure substance, a distinctly more accurate 
method of standardization than the biologic assay in capon units used for certain less potent products, 


Male hypogonadism is the classical indication for androgen replacement therapy. Where undescended 
testes are a complication, the use of Perandren is indicated in the event that both testes are in the 
abdomen and are not capable of responding to stimulation.' Administration in such instances should 
of course fall short of dosage which would induce precocious puberty. When surgical intervention is 
necessary, the administration of Perandren may be a useful adjunct, the resultant development of cord 
structures aiding in the retention of the testicle in the scrotum. 


Metandren Linguets (methyltestosterone) also provide androgenic therapy which is effective by absorp. 
tion through the oral mucosa. In many instances maintenance therapy by the oral route, after prior control 
of symptoms with Perandren injections, is more convenient to both physician and patient. In such cases, 
Metandren Linguets provide an economy of material compared to ingested methyltestosterone. 7 is due 
to the partial inactivation 

which takes place when the Complete on 
substance is swallowed. Ab- Perandren and Metandren 
sorption of the Metandren dena Fay Pee Linguets will be sent to any 
Linguet directly into the sys- 3 Sig eS physician on request. Write 
temic circulation avoids this Professional Service Dept. 
loss. Metandren Linguets are ox | 

the only form of this hormone ess 

prepared especially for buccal 
or sublingual use. Marks Reg. U. S. Pat. Off. 


Photomicrograph of undescended human tes- 
ticle. Transection of tubules. Masson III stain. 


MALPOSITION OF THE TESTICLE 


Right abdominal testicle. Three posi- 
<1] tions of the undescended testicle in the 
abdomen. 


Right pubo-scrotal testicle. Position of 
the undescended testicle ia the pubo- [> 
scrotal region. 


CIBA PHARMACEUTICAL PRODUCTS, INC. 


SUMMIT NEW JERSEY 


In Canada: Ciba Company Limited, Montreal 
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doubly 
valuable 
in the 
treatment of 


In a recent clinical study, Hawirko and Sprague* found that Dexedrine (d-amphet- | 


amine) exerts two beneficial actions in the treatment of overweight: 


1. It depresses the appetite “sufficiently to enable the patient to follow the diet 
closely without feeling it too great a burden”. 


2. Its unique central nervous stimulant effect combats the feeling of “discourage- | 


ment and irritability which usually accompanies rigid adherence to prolonged use 
of a low calorie diet’. Canad. M. A. J. 54:26 (Jan.) 1946 


ne Sulfate tablets 


S.K.F 
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No. 2 OF A SERIES 


Modern Management of Peptic Ulcer 


Time spent in taking a good case history may be saved many 
times over in wnentnntel treatment. Diagnosis may be easy; 
or it may require the most careful study, with all help the 
laboratory can give. 

As a convenient aid to physicians Wyeth offers, without 
charge, complete yet compact diagnostic charts. Filled out, 
these charts _ seed the case history records of each aes. 

Valuable also in mon is the information presented | 
technical motion Wyeth, in tic Ulcer, 
ern management and surgery: | 
also Intragastric Drip Therapy, including dramatic full-color 
scenes inside the stomach of a living dog, and demonstrating 
continuous drip therapy with the Wyeth apparatus. 


Standard Treatment in the modern tients who prefer an unflavored prep- 
management of peptic ulcer is based on aration. 
Amphojel ® —Alumina Gel, Wyeth. Amphojel Tablets—for the conven- 
Amphojel provides prompt relief from ience of ambulatory patients. 
pain .-- complete security against Amphojel with Magnesium Trisilicate 
alkalosis or “acid rebound” . . . nu- —for ulcer patients with constipation. 
tritional and psychological advantages Amphojel with Mineral Oil — for 
of a liberal bland diet . . . faster weight ulcer patients with constipation. 
gain during treatment. Amphojel is Pldephete 
ideal for the control of gastric hyper- Gel 
oe : )—for marginal ulcer; ideal for drip 
acidity not complicated by ulcer. 
al , therapy in bleeding or refractory cases. 
Other Wyeth specialties valuable in Lactamin®—a complete protein di- 
treating peptic ulcer are: gest supplying all essential amino acids 
Amphojel without Flavor—for pa- in predigested form. 


® 
® Trade Mark Reg. U. S. Pat. Off 


WYETH INCORPORATED + PHILADELPHIA 3, PA. 
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For effective gherapens® vaginitis» five properties are 
consiaered by Bickers” * important: Merpecto™ possesse® all 
five: 

1. prolonged sion pecause of the quality 

of its pecti@s clings *° the vaginal mucos4 for 12 © 16 hours 

aftet insertion: 

2. High Germicidal Activity _Merpectoe™ highly 
pactericidal and fungicidal yet relatively low in soxicity 
tissue- 

3 Acidify"8 (pi 31-32) corrects the 
jowered acidity of the vagina vaginitis» and favor® growth of 
A. Carbohydrate replaces the gycoee™ of the 
vaginal epitheliu™ which is depleted in vaginitis: 
5. Stimulation of promotes restoration of 
injured epitheliu™ is also effective jeodorant- 
A 1:24,000 dispersion. of phenyt mercuric pectin jel 
applicator Dosage one applica” snserved daily for three weeks, 4 
Va and thereafter during menstruation for several periods. 
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Thiamine Hydrochloride . 5.0 mg. 


Calcium Pantothenate . . 
Nicotinic Acid Amide . . 


C and B fortification 


High potency, balanced oral medication 
designed to replace the concurrent loss of 
water-soluble C and B complex vitamins. 


TRADEMARK, REG. U. 8. PAT. OFF, 
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| ee | Each tablet of Cebéfortis contains: | | } “* 
| a Riboflavin . . 5.0 mg. 
| WY Pyridoxine Hydrochloride. 1.5 mg. GF, 
| Ascorbic Acid... 150.0: mg. eal | 
Available in bottles of 100 and 500 il 
3 
N il | 
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DO YOUR DIABETIC PATIENTS 
COOPERATE FULLY? 


A vital phase of diabetes management is the daily testing 


and recording of the patient’s urine-sugar. At one time 
this involved such inconvenience, loss of time and 
technical difficulty as to lead to carelessness and lack of 
full cooperation by the patient. But these objections have 


been completely overcome with the introduction of— 


@ cCLINITEST 


The Tablet, No Heating Method for Detection of Urine-Sugar 


SIMPLE — SPEEDY — COMPACT — CONVENIENT 
Clinitest is distributed through regular drug and medical supply channels; 


Identification cards for the protection of your 
diabetic patients now available free upon request. 


AMES COMPANY, Inc. « Elkhart, Indiana 
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when cirrhosis is likely to develop— 


In chronic alcoholism, congestive heart and the lipotropic action of choline is 


failure, protein deficiency, and during desired. 


For palatability and ease of adminis- 
oc of tration in prophylactic and therapeutic 


sulfonamides, interference with lipoid dosage, one form of choline is out- 
mobilization may be a serious problem, standing— 


syrup of choline dihydrogen citrate 


This pleasant preparation contains 25 of choline—the preferred salt of this 
per cent w/v of the dihydrogen citrate effective lipotropic agent. 


Average dosage: 2 to 3 teaspoonfuls daily, in divided doses. 
Supplied 1n pint bottles. 


FLINT, EATON & COMPANY 


DECATUR e ILLINOIS 
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Men going through the climacteric all too often experience “‘a loss of self-confidence 
and a feeling of futility . . . fear some impending danger and worry unnecessarily.”% 
In addition, such patients frequently suffer from “intense subjective nervousness or a 
feeling of tension . . . decrease in memory and mental ‘concentration,”! and»other dis- 
tressing complaints. Fortunately, male hormone —available as Neo-Hombreol* ‘Roche- 
Organon’—“‘has been found effective in relieving the symptoms and in the production 
of a sense of well-being.”? The intramuscular injection of 25 mg of Neo-Hombreol 

2 or 3 times a week usually produces gratifying results in climacteric 

patients. Roche-Organon Inc., Roche Park, Nutley 10, New Jersey. 


(1) A. A. Werner, J.A.M.A., 132:188, 1946, (2) A. A. Werner, J.A.M.A., 127:705, 1945. 
*Reg. U. S. Pat. Off. 
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*Dienestrol, a new synthetic estrogen, is potent, safe, and 
unusually well tolerated.” 


FINKLER, R. S., BECKER, S.: J.4.M.W.A. 1:152, 1946. 


*Dienestrol is a very potent estrogenic substance when given 
by mouth .. .” 


BARNES, J.: BRIT. M. J. 1:601, 1942. 


safe and non-toxic estrogen.” 
‘ BARNES, J.: BRIT. M. 3. 1:79, 1944. 


“Based on an admittedly small series, we think Dienestrol 
is the most satisfactory synthetic estrogen with which we 
have had experience.” 

SEVRINGHAUS, E. L., SIKKEMA, 8. H.: A. J. MED. (IN PRESS) 
Ip all clinical studies to date, White’s Dienestrol, administered 


orally, accomplished excellent therapeutic results with an inci- 
dence of side-effects of less than 1%. 


yore: Original research by White’s makes Dienestrol generally 
available at a reasonable cost to all patients requiring oral estro- 
gen therapy. Literature more fully describing White’s Dienestrol 
will be forwarded to you immediately upon request. 


pally Dosace: In the menopause—for mild to moderately 
severe symptoms, 0.1 mg. to 0.5 mg.; when symptoms are severe, 
or when the climacteric has been artificially induced, 0.5 mg. to 
L5mg. For the suppression of lactation—1.5 mg. for three days, 
then 0.5 mg. daily for one week. Supplied: Small, coated tablets 
of 0.1 mg. (white) and 0.5 mg. (red), in bottles of 100 and 1000. 


WHTE LABORATORIES, INC., PHARMACEUTICAL MANUFACTURERS, NEWARK 7, N. J, 
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direct to 
30 billion “eggs!” 


Consider the egg as a kitchen model 
of the primary unit of life, the cell. 
The yolk and the white of the egg 
parallel the nucleus and the cytoplasm 
of the animal cell, wherein 
carbohydrate is stepped down as 
energy is stepped up. 


The egg might oftener remind us 

that metabolism does not take place 
in the organs as a whole; that every 
fault in nutrition goes directly to 

the chemistry of individual cells. The 
cells need coenzymes of at least 

three factors of vitamin B complex 


for the combustion of carbohydrate; 
it appears that two of them are 
concerned also in the utilization 


of proteins. 


> About 30 billion cells are said 
~ to compose a_ human ‘ body. 
Breonex-Stronger Solution can 
go direct to each of them; 
. it is given parenterally. 
In B complex deficiencies, 
( Breonex-Stronger aids 
ae the physician to restore 


Breonex is the trademark of 


Breon «Company 


KANSAS CITY MO, 
NEW YORK 
ATLANTA 

LOS ANGELES 
SEATTLE 
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eee A NEW PENICILLIN SALT... 


POTASSIUM SALT 


ENEVER ‘PENICILLIN Tt ERAPY IS INDICATED 


Potency per milligra:: not less than 1435 units. 
Applicable in all instances. 


Virtually free from local min on intramuscular or 
subcutaneous injection. 


Systemic reactions encountered wi 


Administered in oil and wax mixt res 
assayable blood levels for 24 hours in mo 


No refrigeration required. 


Available in vials of 100,000 . . 200,000 .. 
units. 


Aveilobial also in o Romansky Type 
Formula (in off ond wax) presenting 
300,000 units of crystalline penicillin G 
potassium per e¢, for intramuscular or 
subcutaneous infection, in 10 ce. size serum 
type vials. Supplied fablets for 
oral administration Tablets Buffered 
Penicillin-C.S.C.) Containing 50,000 units 
of potassium penicillin per tablet, in bot- 
tles of 8 and 48 tablets. 


A DIVISIOND 
(OMMERCIAL SOLVENTS 


17 E. 42nd Street rose) New York 17, N.Y. 
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FOR THE WHOLE OF VITAMIN B 


During the time of the Caesars, Martellus Bromaeus, on 
taking charge of the Roman Military Surgeons’ Academy, 


said: 


“Do not assume for one single moment that we know all and everything about 
the human body and its functions. In fact, we know very little, and we have 
to keep searching without cessation for new scientific facts. I can tell you . 
right here that the human body can not get along without an abundance of a 
the substances which are so richly found in nature and probably some others ' 
which we might not be able to see or guess. A time will come when these ‘ 
mysterious substances will be known to physicians so that they can be put to 
their best therapeutic use.”—A. Kronfeld, “History of Medicine.” 


Dried, grain grown brewers’ yeast remains, as yet, the standard for the whole of what McCol- “ 
lum termed the Vitamin B Complex, in nutrition, laboratory research and in medicine where 
the physician wants to be sure. 


Photographs 1 and 2, from animal laboratory feeding tests, well illustrate. 


1. Thiamin, riboflavin, and nicotinic acid, parts 
of Vitamin B, in otherwise complete diet. 


2. Vitamin Food Company’s Dried Brewers Yeast, sole 
source of Vitamin B, in otherwise complete diet. 


Samples sent to physicians and hospitals 
VITAMIN FOOD COMPANY, INC. 
Vitamin Research Laboratories, Inc. 
187 Sylvan Avenue Newark 4, N. J. 
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of pollinosis 


Now is the ideal time to test your hoy 
_ fever patients with 
Tree Pollens—pollinating period, March 
to June; 
Grass Pollens—pollinating period, end 
of April through July; 
Ragweed, and other weed 
ating period, early August to first frost. 
With accurate information regarding your 
patient's pollen sensitivities, preseasonal 
treatment of hay fever may be instituted. 
ARLINGTON DRY POLLEN DIAGNOSTIC SET 


Custom made to meet specific regional 
requirements. 


Each set contains a minimum of 23 vials of 
individual wind-borne pollens indigenous 
to your area, a vial of House Dust Allergen 
and a supply of diluent. Contents of each 
vial suffice for about 30 tests. 


Individualized Treatment Set 

With diagnosis established, an individual- 
ized ARLINGTON POLLEN TREATMENT SET 
will be prepared in accordance with 

your patient's sensitivities. Each treatment 
set contains five 3-cc. vials of the following 
concentrations: 1:10,000; 1:5,000; 

1:1,000; 1:500; 1:100. A dosage schedule 
accompanies each set. 


- DRY POLLEN 
POLLEN TREATMENT SETS— 


’ 
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ASCORBIC 
Do 4 


CONCENTRATED 
OLEO VITAMIN 


A-D DROPS 


The hallmark of Walker manu- 
facture is its uncompromising temerity 
emphasis on quality. be con- 
: trols at every stage of produc- — 

tion, from raw materials to the 
finished insure their 
dependability. Physicians know 
that Walker vitamin products can NIACINAMIDE 


NICOTINAMIDE 


"dé 


VITAMIN PRODUCTS, INC 
MOUNT VERNON, NEW YORK 


NIACIN 


NICOTINIC ACID 


NIACIN 


SOLUTION 


THIAMINE RIBOR 50 MG, 
HYDROCHLORIDE THIAMINE 


HYDROCHLORIDE 


VITAMIN 


OROPS MAY BE ADDED TO FRUIT 
ICES 


CROPPER SUPPLIED 
15 ORFS PER CC 


VITAMIN PRODUCTS ww 
Mount Vernon New Yor 
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WALMER VITAMIN PROD! STAMUZEO AQUEOUS SOLUTION 
=< 10 MG. To be used only ’ 
THIAMINE HYDROCHLORIDE 5 a 
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is. Stools free of E. bistolyties 
and healing of the ulcerous lesions of the 


tract effective treatment 
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MINERALS 


nd MINERALS 


BECAUSE VITAMINS ALONE ARE NOT ENOUGH 
Supplementing the diet with both vitamins and minerals is clearly logical because of the 
now confirmed nutritional concepts originally advanced by Dr. Casimir Funk in 1936: 
e vitamins and minerals are nutritionally inter-related 
e the same causes produce both vitamin and mineral deficiencies (unbalanced 


diet, pregnancy, etc.) 


e minerals are nutritionally as important as vitamins 


VITAMINS 


IN EACH CAPSULE 
VI-SYNERAL 
SPECIAL GROUP 


Literature and Samples upon request 


VI-SYNERAL 


{ Vitamin A (natural).. 12,000 U.S.P. Units 
Vitamin D (natural).... 1,200 U.S.P. Units 
Thiamine (B:) 
Riboflavin (Bz) 
Niacinamide 
Pyridoxine (Be) 
Calcium Pantothenate 
Ascorbie Acid (C) 
Alpha Tocopherol (E) 
B Complex factors from. 


Phosphorus + Iron + Calcium 
Magnesium + Copper + Zinc 
Iodine - Manganese 


U.S. VITAMIN CORPORATION ° 250 East 43rd Street, New York 17, N. Y. 
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la the management of 
bursitis, 


exerts a three-fold effect. Ik 

supplies the indicated moist 

heat; the contained medica: 
ments favor decongestion— 

relieve pain. One applica- 

tion lasts 8 to 12 hours. 


NUMOTIZINE, INC. 
900 N. FRANKLIN ST. 
CHICAGO, ILLINOIS 
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ONE OF AMERICA’S FINE INSTITUTIONS...... 


Dedicated to the Scientific Treatment of Nervous and Mental Disorders . . . 
. . « In a Setting of Inviting Friendliness and Simple Grace. 


BROOK HAVEN MANOR SANITARIUM 
in-Chief, Atlanta Office, 384 Peachtree St. STONE MOUNTAIN, GEORGIA 


THE WALLACE SANITARIUM 


Memphis, Tennessee 


For the Diagnosis and Treatment of Nervous and Mental Diseases 
Drug Addiction and Alcoholism. 
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St. Elizabeth’s Hospital 
Richmond 20, Virginia 
STAFF 
Guy W. Horsley, M.D., General Surgery and Gyne. 


ey 
Leroy Smith, M.D., Plastic and General Surgery 
D. Coleman Booker, M.D., General Surgery and 


Charles M. Nelson, M. D., Urology 
Douglas G. Chapman, M. D., Reed Medicine 
Elmer S. Robertson, M.D., Internal Medicine 
ag M. Hodges, M.D., Roentgenology 

O. Snead, M.D., 
Siensar B. Frischkorn, Jr., M Roentgenology 
Randal A. Boyer, M.D., 
Howell F. Shannon, D.D.S., 
Helen Lorraine, Medical canoe 


Visiting Staff 


ames P. Baker, Jr., M.D., Internal Medicine 
K. Dix, M.D., Internal Medicine 

Marshall P. Gordon, Jr., M.D., Urol 

William H. Higgins, MD., Internal icine 

Harry J. Warthen, Jr., M. D., Surgery 


Administration 
ALLEN’S INVALID HOME N. E. PATE, Business Manager 
Betablished 1890 MILLEDGEVILLE, GA. The operating rooms and all of the front bedrooms 
For the treatment of are completely air-conditioned ; 
NERVOUS AND MENTAL DISEASES School of Nursing 


Hopkins Hospital School of Nursing fee a three- 
B. Ww. M.D., Department for Men P. 
H.D. ALLEN, M.D Deparement for Women 


months’ course each in P 


Address: Director of Nursing Education 


CLINIC 


ST. LUKE’S HOSPITAL 
Richmond, Virginia 


General Surgery 


Obstetrics 


General Medicine 


James H. Smith, M.D. 
Hunter H. McGuire, M.D. 
Margaret Nolting, M.D. 
John P. Lynch, M.D. 

W. T. Thompson, M.D. 


Orthopedic Surgery 


Austin I. Dodson, hes 


.D. 
Chas. M. Nelson, M.D. 


Stuart McGuire, M.D. 

W. Lowndes Peple, M.D. 
Webster P. Barnes, M.D. 
John H. Reed, Jr., M.D. 


John Robert Massie, Jr., M.D. 


Otolaryngology 
Wm. Tate Graham, M.D. 
James T. Tucker, M.D. Thos. E. Hughes, M.D. 
Urology Dental Surgery 
John Bell Williams, D.D.S. 


Guy R. Harrison, D.D.S. 


H. C. Spalding, M.D. 

W. Hughes Evans, M.D. 

James M. Whitfield, M.D. 
Ophthalmology 

Francis H. Lee, M.D. 
Bronchoscopy 

George A. Welchons, M.D. 


Roentgenology 
J. Lloyd Tabb, M.D. 


Pathology 
J. H. Scherer, M.D. 
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Saint Albans Sanatorium 
RADFORD, VIRGINIA 


A modern, ethical institution, fuliy equipped for the diagnosis, care and treatment of 
nervous and mental diseases and selected addiction cases. 2,000 feet elevation. Rates 
reasonable. Occupational and Hydrotherapy Departments. 


J. P. King, M.D. J. K. Morrow,M.D. D.D.Chiles,M.D. J. M. Dixon, M.D. 


THE CARROL TURNER SANATORIUM 


MEMPHIS, TENNESSEE, Route 6, Box 288 


Go Bice and Treatment of Mental and Nervous Disorders 
Located on the Raleig! ve miles east of the city limits. US. 
way). 334% acres an wooded land and ped tied fields. Equipment new and modern, including the latest equipment 
electro-sh: physical and hydrotherapy. Special emphasis is laid upon occupational and recreational therapy under 
the supervision of a trained therapist. An adequate nursing p gives i to each patient. 


CARROL C. TURNER, M.D., F.A.C.P. LEONARD D. WRIGHT, M.D. WILLIAM R. ATKINSON, Ph.D. 
Neuropsychiatrist Neuropsychiatrist Psychologist 
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THE season of throat affections is 
here. 


Thantis Lozenges have proved espe- 
cially effective in soothing and reliev- 
ing these conditions. The effective- 
ness of Thantis Lozenges is due to 
two active ingredients: 


Merodicein* an antiseptic which 
prevents the development of bacteria 
even in great dilution 


Saligenint a mild local anesthetic 
which relieves the discomfort of a 
throat infections. i 


Thantis Lozenges are antiseptic and 
anesthetic for the mucous membranes 
of the throat and mouth. Complies et 
literature on request. mn 


Supplied in vials of twelve lozenges & 
each. 
* Merodicein is the H. W. & D. trade name for monohy- 


droxymercuridiiodoresorcinsulfonphthalein-sodium. 
t Saligenin is orthohydroxybenzylalcohol, H. W. & D. 


HYNSON, WESTCOTT & DUNNING, Inc. 
‘Baltimore 1, Maryland 
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THE ROENTGEN EXAMINATION OF THE 
SPHENOIDAL FISSURES* 


By Grorce J. Baytin, M.D. 
and 
HERBERT D- KERMAN, M.D.t 
Durham, North Carolina 


Roentgen studies play an important role in 
the diagnosis and localization of intracranial and 
intraorbital lesions. Advanced modes of study 
have gradually made it possible to recognize 
many changes which previously were overlooked; 
kowever, in our constant efforts to attain greater 
accuracy we sometimes fail to exploit certain 
well-established methods of roentgen examina- 
tion to the fullest. This has been true with re- 
spect to the posterior-anterior skull projections 
which often show the sphenoidal fissures. 


The first comprehensive study emphasizing the 
importance of sphenoidal fissure changes - was 
presented a few years ago by Kornblum and 
Kennedy.! Several papers on the subject have 
appeared in foreign journals,’ * but in all there 
are surprisingly few references in the literature 
pertaining to the roentgen visualization of the 
sphenoidal fissures. Our experience in the past 
few years, since we have placed emphasis upon 
these structures, lead us to believe that more at- 
tention must be placed on these clefts. 


The sphenoidal, or superior orbital fissure, is 
located in the posterior aspect of the orbit, and 
is the communication between the cranial vault 
and orbits. Roentgenographically it is readily 
recognized as a cleft of decreased density run- 


*Read in Section on Radiology, Southern Medical Association. 
Fortieth Annual Meeting, Miami, Florida, November 4-7, 1946. 


*From Department of Radiol Duke Universi 
adiology, e University School of 


iTrainee, National Cancer Institute. 


ning medially and inferiorly in an oblique direc- 
tion through the posterior portion of the lateral 
orbital wall. It is bounded laterally by the 
greater sphenoidal wing, and medially by the 
lesser wing. Somewhat above it and medially is 
the optic canal which, however, can be seen 
only in special oblique projections. The an- 
terior clinoid process can usually be identified 
on the medial aspect of the fissure. Superim- 
posed upon the fissure and merging with its upper 
lateral aspect is the sphenoidal ridge which runs 
roughly in a horizontal direction, and serves to 
demarcate the orbital roof from the lateral wall 
in roentgenograms. Also, the line formed by 
the ridges on either side marks the posterior 
limits of the anterior fossa. A number of im- 
portant nerves and vessels pass through the sphe- 
noidal fissures. They cannot be identified roent- 
genographically, but at times, under abnormal 
circumstances, they may significantly alter the 
fissures. 


The superior orbital clefts lend themselves 
readily to roentgen visualization and no intricate 
technics are necessary for their demonstration. 
We have found that the frontal sinus position is 
quite satisfactory for their delineation. Occa- 
sionally slightly more or less tilt of the tube may 
be necessary. Better detail is obtained with use 
of the Potter-Bucky diaphragm. Although the 
position is a simple one, meticulous care must 
be exercised in acquiring the films, for improper 
positioning is the chief cause of poor visualiza- 
tion of the fissures. Stereoscopic studies often 
prove extremely valuable. 


Kornblum and Kennedy! classified the fissures 
into six different groups according to their size, 
shape and symmetry. They say that 40 per cent 
of all skulls show the so-called normal type. 
The fissure types are more easily diagrammed 
than described, and Fig. 1 represents line draw- 
ings of the different fissure patterns. Since 
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the comparison of right and left fissures is of 
prime importance in evaluating abnormalities, 
the factor of symmetry is necessarily of extreme 
significance. We have observed that the pa- 
tients exhibiting asymmetrical fissures present 
a wide latitude of differences, so varied indeed 
that interpretation of the roentgenograms must at 
times be equivocal. The incidence of asymmetry 
is recorded as 9 per cent but we are of the 
opinion that it tends to run somewhat higher. 


Before elaborating on some of the lesions 
which produce changes in the sphenoidal fissures, 
it may be well to stress the method for studying 
the roentgenograms. Because the projection 
advocated outlines the orbital rims and walls so 
well it is essential that the orbital entrances be 
studied for size, shape and symmetry, and that 
the various walls be scrutinized carefully for 
abnormalities. As for the fissures they should 
be examined closely for the following: 


(1) Size, shape and symmetry 
(2) Clarity of the borders 


(3) Density of the surrounding bone on both 
sides 
(4) Evidence of decalcification 


Sphenoidol Fissures 


Normal Bulbous 
40.1 % 15.9 % 


Long Narrow Oumbbell 
12.1 % 12.1 % 
Cone Shaped Unequal 
10.8 % 8.9% 
from Kornblum 
and Kennedy 
Fig. 1 
Line drawings representing the different types of orbital 


fissures. 
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(5) Evidence of hyperostosis 

(6) Bone destruction 

(7) Fractures 

(8) Abnormal calcifications 

(9) Abnormal position of fissures 
(10) Soft tissue density 


The proximity of the paranasal sinuses to the or. 
bits makes it imperative that they also be studied 
with utmost care. 


As previously stated the sphenoidal fissures 
are strategically placed passageways between 
the cranial cavity and the orbit. Hence they 
may be subject to the effects of intracranial and 
intraorbital as well as local lesions. Pressure 
changes on either side of the fissures are prone 
to result in detectable roentgen aberrations in or 
about fissures. In a study of intracranial lesions 
distant from the orbits we have found some in- 
teresting changes at the fissures, thus duplicating 
the experiences of Kornblum and Kennedy, 
They catalogued the brain tumors as to type and 
location, but in this presentation we will not at- 
tempt any such statistical analysis. A more 
detailed study correlating fissure findings in 
cranial neoplasms of different types and locations 
will be presented later. Table 1 lists the differ. 
ent types of lesions in which sphenoidal fissure 
abnormalities were demonstrated. 

In brain tumors which give rise to increased 
pressure, the effects can be expected on both 
fissures and the most common finding has been 


LESIONS AFFECTING THE SPHENOIDAL FISSURE 
Brain tumors (other than as listed below) 


Meningiomas 
Metastatic tumors 
Orbital tumors undiagnosed 
Lymphomatous tumor of orbit 
Hemangiomas 
Arterio-venous aneurysms 
Craniopharngiomas 
Fractures of sphenoid bone and ridge 
Osteomas 

Mucoceles 
Optic nerve tumor (astrocytoma) 
Pituitary tumor 
Osteomyelitis 


Table 1 
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a thinning of the borders manifested roentgeno- 
graphically by loss of calcium density. We have 
found these changes in posterior fossa lesions as 
well as in frontal and temporal lobe tumors. It 
must be stressed that the fissure changes are 
merely part of the pattern of changes which 
occur in the skull under these circumstances. In- 
deed, when studying a brain tumor suspect, if 
on the roentgenograms there are no changes in 
the sella, no convolutional atrophy, no calcifica- 
tions, no suture separations, or other changes, 
any apparent sphenoidal fissure abnormality must 
be regarded as of very questionable import. On 
the other hand when the expected and usually 
sought for abnormalities are equivocal or slight, 
a definite change in the fissures may be the evi- 
dence necessary for a conclusive roentgen diag- 
nosis. Although with increased intracranial pres- 
sure the anticipated changes in the fissures 
should be bilateral, we have on several occasions 
found the changes unilateral or at least more 
marked on the side of the lesion. Fig. 2 illustrates 
such an instance in a patient with a posterior 
fossa tumor with marked convolutional atrophy 
and enlargement of the sella, associated with an 


Fig. 2 
A reproduction of a posterior-anterior skull film showing 
fication about the left sphenoidal cleft. The patient 
had a large left posterior fossa tumor. 
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apparent unilateral decalcification about the-left 
fissure. The tumor at operation was found to be 
on the left side. Such findings may be of sig- 
nificance for they may help in the lateralization 
of distant lesions at times, but no definite state- 
ments are justifiable until further studies are 
completed. 


The one lesion, which in our experience, has 
most consistently manifested changes in and 
around the sphenoidal fissures is the sphenoidal 
ridge or parasellar’ meningioma. The predomi- 
nant finding in the roentgenograms has been in- 
creased bone density involving either the greater 
or lesser wings of the sphenoid or both (Fig. 3). 
As a result of this hyperostosis the fissure on the 
involved side often appears narrowed and the 
borders are somewhat irregular. Several of the 
cases of meningioma showed instead of increased 
density a decrease in bone density about the fis- 
sure (Fig. 4), and though the roentgen findings 
could not be considered pathognomonic in these 
latter cases, a differential diagnosis of aneurysm 
or meningioma was possible. This information 
when correlated with the clinical findings led to 
a correct evaluation in most instances. 


Another type of lesion which often produces 


Fig. 3 
This photograph demonstrates hyperostosis surroundi: 
the sphenoidal fissure on the left side in a patient wi 
a sphenoidal ridge meningioma. 
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hyperostotic changes about the fissures is the 
benign osteoma. It is almost impossible to dif- 
ferentiate this from the meningioma by x-ray, 
and often the clinical differentiation cannot be 
made. However, osteomata do occur .in the 
orbital walls and unless the fissures are studied 
closely the earlier changes may go undiagnosed. 
Fig. 5 shows marked increase in bone density 
produced by an osteoma which was partially re- 
moved 15 years previously. Occasionally endos- 
tosis of the diffuse type may extend into the 
sphenoid bone and lead to considerable difficulty 
in diagnosis; a careful skull survey will aid 
greatly in a correct interpretation of the findings, 
for the latter condition is usually bilateral and 
involves other regions in similar fashion. 
Suprasellar and intrasellar lesions at times 
reach such proportions as to involve the sphe- 
noidal fissures. Fig. 6 represents the studies on 
a child with a craniopharyngioma in whom there 
was a definite downward displacement of the 
superior aspects of the sphenoid fissures bi- 
laterally. Presumably the constant pulsations 


Note the striking decalcification in the sphenoidal wings 
on the right side. The fissure is indistinct. At operation 
a large sphenoidal meningioma was found. 


Fig. 5 
There is marked hyperostosis about the right fissure due 
to an osteoma; the change extends into the superior 
orbital rim. The osteoma was partially removed 15 years 
previously. 


Fig. 6° 
A photograph showing downward displacement of the left 
fissure by a large craniopharyngioma. Note the separa- 
tion of the sutures and the lack of clarity of the fissure 
mai 
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of the tumor mass led to abnormalities in bone 
physiology which resulted in the spatial changes. 
A pituitary adenoma (Fig. 7) may reach such 

ions as to produce changes in one or both 
fissures. Such instances, we believe, are not 
necessarily rare, but have been frequently over- 
joked. In reviewing a number of cases of intra- 
sellar tumors listed in our own files we found 
several with fissure changes which had not been 
previously recorded. Fig. 7 illustrates the ab- 
normal changes in a case of a chromophobe 
adenoma of the pituitary. 


Aneurysms of the carotid artery and ophthal- 
mic artery can readily give rise to changes in 
the region of the superior orbital fissures; and 
arteriovenous aneurysms of the carotid artery 
and cavernous sinus likewise often lead to visible 
roentgen changes. Several such cases have come 
under our observation, and though the roentgen 
changes were often very slight, they were never- 
theless quite definite. ‘The usual change is 


characterized by loss of definition of the borders 
plus decalcification about the cleft (Fig. 8). The 


ge of the skull film of a patient with a huge 
Pituitary adenoma. The detail in both fissures 
markedly affected. 
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abnormalities are probably proportional to the 
size of the lesion and the duration. 


Lesions of the orbit, as is well known, may at- 
tain great proportions and produce no recogniz- 
able roentgen changes other than increase in soft 
tissue density. Such increase in density often 
renders the orbital bone detail poor so that an 
accurate evaluation is impossible. However, 
there are many instances when intraorbital le- 
sions do lead to many structural changes, among 
them those about or in the fissures. We have 
successfully demonstrated decalcification along a 
fissure in cases of intraorbital sarcoma, heman- 
gioma, and pseudotumor. 


A type of lesion which deserves special atten- 
tion is the lympho-epithelioma of the naso- 
pharynx, because it often spreads to the orbit. 
Metastases by extension along the vascular and 
lymphatic channels and by direct extension 
through the basilar foramina are common, and 
patients frequently present themselves with ex- 
ophthalmos. Many times the primary lesion 
leads to no symptoms, and the diagnosis is ob- 
scure until satisfactory roentgen studies are 
obtained. We have demonstrated destruction of 


Fig. 8 
The lateral border of the right fissure is 
and indistinct as compared to the left side. 
is irregular decalcification throughout ihe spe 
noidal wing on the right. The patient 
venous aneurysm. 
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the walls of the sphenoidal fissures very often 
in such cases. Some have shown no other de- 
monstrable roentgen changes, but most of them 
have shown evidence of bone destruction about 
the sphenoidal foramina as viewed in the basal 
(mento-vertex) projections. A case was of in- 
terest because of unilateral exophthalmos in the 
apparent absence of any demonstrable cause. 
Routine skull studies revealed no abnormalities, 
but because of our interest in demonstrating 
sphenoidal fissure changes, we varied the usual 
posterior-anterior projections and obtained a se- 
ries of oblique orbital views and were able to 
demonstrate bone destruction in the most medial 
aspect of the inner border of the left fissure 
(Fig. 9). Subsequently the patient developed 
enlarger’ cervical nodes and further bone in- 
volvement. 


Metastatic carcinoma not infrequently in- 
volves the skull and there is every chance that 
the orbital structures may be invaded. Fig. 10 
shows bone destruction involving the medial part 


Fig. 9 
A patient nine years of age with a lympho-epithelioma 
showing erosion at the medial “at of the left fissure. 
Normal fissure on the right. routine projection 
oo no changes; therefore Pn oblique studies were 
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of the right sphenoidal fissure in the case of g 
woman with carcinoma of the breast who com. 
plained of pain behind her eye. Because there 
were no obvious signs of metastases it wag 
thought that the patient had a retrobulbar ney. 
ritis. A survey of the sinuses led to a correct 
evaluation of the underlying abnormality, The 
patient subsequently developed exophthalmos and 
widespread metastases. 

It was stated previously that roentgenograms 
used to demonstrate the sphenoidal fissures do 
not show the optic canals well. This is 
true,. but in several instances of optic nerve ty. 
mors the canal was enlarged to such proportions 
that it encroached upon the medial wall of the 
fissure and was easily seen on the routine pos. 
terior-anterior projection. The optic canal when 
so enlarged is recognized as a circular or oval 
area of decreased density medial to the sphe 
noidal cleft, partially indenting the inner wall of 
the fissure (Fig. 11). The special projections 
for demonstrating the canals must of course be 
made to confirm the diagnosis. The posterior. 
anterior films will very .often provide the in 
formation needed to determine what special 
studies are necessary. 

Traumatic lesions of the face are common 
and of considerable importance. Very often the 


A reproduction which dime destruction of the entire 
medial wall of the right fissure due to metastatic cat 
cinoma from the breast. 
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orbit sustains a fracture or fractures which are 
readily diagnosed when the orbital entrance is in- 


volved. Separation of the zygomatico-frontal’ 


suture is common and rarely missed. The vul- 
nerable thin walls of the orbits are frequently 
fractured, but such abnormalities often escape 
detection. Fractures through or near the su- 
perior fissures and optic canal, however, are of 
extreme importance. Careful roentgen studies 
will usually show them even where there is con- 
siderable increase in soft tissue density due to 
edema and hemorrhage. A study of the sphe- 
noidal fissures often leads to the detection of 
single or multiple fracture lines which were not 
suspected clinically. Fig. 12 shows a fracture 
through the sphenoidal ridge which extends into 
the fissure at its medial aspect and has re- 
sulted in marked rotation of the separated plate 
of bone. Fig. 13 shows numerous orbital rim 
fractures, but there is also a horizontal fracture 
line through the greater wing which extends 
directly into the fissure. Such lesions often 
lead to the so-called sphenoidal fissure syn- 


Fig. 11 


The film of a four-year-old child with an optic nerve 
tumor. Note particularly the enlarged optic foramen on 
the left. The fissure on the left is very indistinct. 
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drome‘ characterized by retrobulbar pain, dis- 
turbances in movements of the eye associated 


with pain, and at times visual disturbances. The 


Fig. 12 


A film demonstrating a sphenoidal ridge fracture with 
resultant rotation of a long segment of bone and distortion 
of the fissures. 


Fig. 13 
The left orbit is fractured and there is a pa line 
extending across the upper border of the greater wing 
of the sphenoid. The break extends into the orbital cleft. 
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syndrome, incidentally, may also accompany tu- 
mors and infections of the orbit. 

The close relationship of the paranasal sinuses 
to the orbits is of more than academic interest. 
Sinus lesions may extend through the thin bar- 
riers separating them from the orbits and lead 
to distressing consequences. The fact that mu- 
cocele of the sinuses is the most common known 
cause of exophthalmos,‘’ puts proper emphasis 
upon this point. The mucoceles are usually 
readily diagnosed by roentgen studies when they 
destroy the bone at the superomedial aspect of 
the orbit. Occasionally they erode through pos- 
teriorly, sparing the dense rim and encroach 
upon or actually erode the fissure. Another 
serious complication is osteomyelitis secondary to 
infection of ethmoid, maxillary, or sphenoid si- 
nuses. This may spread rapidly to the orbit 
and produce osteomyelitis of the walls. We re- 
cently studied a case of a young negro girl with 
bilateral exophthalmos who had extensive osteo- 
myelitis of both orbits. The roentgen studies 
showed almost complete destruction of the walls 
of both orbits and the sphenoidal fissures were 
obliterated beyond recognition (Fig. 14). Ma- 
lignant lesions of the paranasal sinuses may like- 
wise spread to the orbits and produce marked 
bone destruction. 


Fig. 14 


This photograph shows extensive osteomyelitis which 
involves the frontal bone and extends into the orbits so 
that all normal landmarks are obliterated. The fissures 
can no longer be identified. The patient had extreme 
bilateral exophthalmos. 


DISCUSSION 


A number of different types of lesions hay 
been described in which there was definite 
roentgenographic evidence of changes in or about 
the sphenoidal fissures. In many instances the 
changes were of such a nature as to lead tog 
definite diagnosis, but even when such was pot 
possible, the roentgen signs were of inestimable 
value in pointing the way to a logical clinical 
evaluation. 

The sphenoidal fissures are perhaps visual. 
ized as often as any other anatomical structure 
in the skull, not primarily by intent but by vir. 
tue of the fact that they show well on most sinys 
and posterior-anterior skull roentgenograms, Ip 
spite of the frequency of visualization of the fis. 
sures, very little attention has been focused op 
them. There is no doubt that this unfortunate 
neglect has often resulted in the failure to recog. 
nize fissure changes which would have resulted 
in the correct diagnosis. 


The interpretation of fissure changes demands 
a sound knowledge of gross and roentgenographic 
anatomy of the orbit. The roentgenologist must 
acquaint himself thoroughly with the appearance 
of the normal fissures and the common varia- 
tions encountered before he can adequately cope 
with the many abnormalities that occur. 


Even more important is the abolute neces- 
sity for a clearcut understanding of the clinical 
problems involved in each case, plus a working 
knowledge of the pathological anatomy and phys- 
iology of the disease processes which may be 
present. Once fortified, however, with these 
requisites we feel certain that the radiologist 
who focuses attention upon the sphenoidal fis- 
sures will be well rewarded. Time and time again 
changes will be detected which will place things 
in their proper perspective and lead to correct 
roentgen and clinical diagnosis. 


We cannot emphasize too strongly the need for 
a reorientation in the examination of skull films 
and would go even further by urging that the 


_ Caldwell position be made a routine in the 


roentgen survey of all suspected intracranial and 
intraorbital lesions. 


CONCLUSIONS 
(1) The sphenoidal fissures can be readily 
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demonstrated in roentgenograms, but their im- 
e has been neglected. 


(2) The fissures show normal variations and a 
knowledge of these is essential for evaluation of 
pathological changes. 

(3) Roentgenographic abnormalities of the fis- 
wes occur frequently as the result of intra- 
gbital and intracranial lesions. 


(4) The sphenoidal fissures should be care- 
fully studied roentgenographically in all sus- 
pected intraorbital and intracranial lesions. 
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DISCUSSION (Abstract) 


Dr. Joseph C. Peden, St. Louis, Mo—As Dr. Baylin 
stated, Dr. Kornblum and Dr. Kennedy reported on this 
subject at the Cincinnati meeting of the American 
Roentgen Ray Society. In that paper which appeared 
in the June 1942 issue of the American Journal of 
Roentgenology and Radium Therapy, Dr. Kornblum 
says that in 27 per cent of his cases of brain tumor, this 
sign was found. You can see from Dr. Baylin’s and 
Dr. Kerman’s work that they find it frequently, too, 
and yet there is very, very little in the American litera- 
ture on this particular subject. As a matter of fact, a 
hurried examination on my part discovered only the 
paper of Drs. Kornblum and Kennedy and the one that 
is presented here today. 

I am wondering if the reason does not lie somewhat 
in the matter of technic. In the average examination that 
is made in the x-ray departments for brain tumor, we 
take the usual four views and the steroscopic views, 
but in taking the posterior-anterior view, in which one 
can show this, if it is a straight P-A view we certainly 
do not illustrate the sphenoid fissure because the tem- 
poral bones are projected up into the orbits and we do ° 
not see it. So, in order to show it, the proper position 
is the Caldwell position for the frontal sinus, in which 
the tube is angled 12 to 15 degrees toward the patient’s 
feet. Then it is much more easily demonstrated. 


The other point that I want to reiterate is that one 
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should view this finding with considerable caution be- 
cause of the anatomical variation between the two 
fissures, and even between one person and another, and 
one must correlate it with the other roentgen and 
clinical findings; but in those cases in which the other 
findings may be equivocal, this finding itself may be 
the determining factor. 

As Dr. Baylin also said, it may help to lateralize the 
lesion without resorting to more complicated methods, 
such as ventriculography. 

I think the authors are to be congratulated for calling 
attention again to a sign that should tend to clarify a 
condition that frequently is, under the very best con- 
ditions obscure. 


REPAIRING BONE DEFECTS IN 
CRANIUM AND TIBIA* 


By Joun R. Green, M.D., F.A.CS. 
Independence, Missouri 


The abundant blood supply to the soft tissues 
overlying the calvaria has led surgeons to devote 
much effort to discover material that would be 
tolerated in the repair of cranial defects. But 
the scarcity of blood supply to the lower por- 
tion of the tibia has brought about extreme 
caution in the use of screws or other simple 
foreign material in operations upon the tibia. 


Kazanjian and Holmes’ have recently re- 
viewed thirty-eight cases of cranial defects 
in which cartilage, bone, vitallium, tantalum 
and acrylics have been employed in the repair 
of these cases. They conclude from their own 
experience that the viable transplants should 
be employed when practical, as there is no per- 
fect substitute for living tissue. From the 
United States Army Service, Captain M. H. 
Harris and Major Barnes Woodhall* report a 
plastic closure of a skull defect with tantalum 
plate. They say that this method does not 
adequately solve the problem. 

Some of the difficulties encountered in the 
use of metals in the closure of cranial defects 
are:5 

(1) The growth of bones in children causes 
a change in the size of the opening. 


(2) The dead space between the metal plate 


*Read in Section on Industrial Medicine and Surgery, Southern 
Medical Association, Fortieth Annual Meeting, Miami, Florida, 
November 4-7, 1946. 
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and dura causes fluid to accumulate, re- 
sulting in pressure symptoms or infection. 

(3) The overlying scalp may become 
necrotic from pressure upon the sharp or rough 
portions of the plate. 

(4) Vitallium is a very heavy metal and 
the weight is burdensome. 

(5) Unless openings are made in the plate, 
fibroblasts are shut out and no normal growth 
or repair is possible between scalp and dura. 

(6) The galvanic action of dissimilar metals 
is harmful. Vitallium is an alloy of three 
metals and for some reason appears to be less 
harmful than most alloys. 


(7) All metal plates are opaque to the x-ray. 


Since there are many obstacles in the use of 
metals for the repair of cranial defects and be- 
cause it is impossible to employ any foreign 
materials in the tibia, living or physiologic sub- 
stances have been used with greater success 
by surgeons for many years. Head injuries 
were frequent and severe in trench warfare in 
World War I. Major C. C. Nesselrode™ re- 
ports the successful use of a bone graft four 
inches long and one-half inch wide cut from 
the surface of the tibia one-fourth inch thick. 
The under surface of the graft was mitered 
with a rotary saw to afford an even curvature 
to fit the cranial defect. Major Nesselrode 
quotes Villandra, a French surgeon, as operat- 
ing upon 106 cases of cranial defect without a 
death when tibial grafts were used. The report 
of the use of a tibial graft on the American 
soldier appears to be the largest on record. 
Major Nesselrode concludes, “As to the choice 
between dead and living grafts there is no 
longer any doubt of the latter being prefer- 
able.” 


Fat has been used in various surgical op- 
erations. Fat grafts have frequently been em- 
ployed to surrounding tendons when a tendon 
sheath has been destroyed. The free omental 
graft was discussed by McGehee and Tendler® 
in an experimental and clinical study in 1941. 
These authors say that the omental graft was 
first used by Nicholas Senn in 1888. Oculists 
have employed fat grafts to fill the orbit after 
enucleation of the eye. Halstead and Gaylor’ 
reported in 1924 on the use of fat transplants 


to repair dura and brain defects. say 
that fat was first advocated by Rehin in 19} 
to fill dura and brain defects. These authors 
conclude that autoplastic transplants must be 
the first choice in repair of dural defects. 
Gurney’ reported upon an experimental study 
of free fat transplants from the Mayo Founda. 
tion in his Master’s degree thesis. He says that 
free fat transplants have been used to obliterate 
dead spaces for arthroplasty, to fill cavities ip 
bone and as a hemostatic agent in operation on 
parenchymatous organs. He concludes that 
subcutaneous fat is suitable for transplants and 
that a large piece of fat if not traumatized syr- 
vives better than smaller pieces. Histologists 
and anatomists and physiologic chemists have 
long ago made important studies on fat as a 
tissue which we may well apply to the problem 
of obtaining living tissue to repair bone defects, 


Fat tissue is described by Maximow and 
Bloom’ as loose connective tissue in which 
fat cells have displaced most of the other ele- 
ments. No sharp limit can be drawn between 
the two tissues. The fat tissue always contains 
a richly developed network of blood capil 
laries. A close relationship exists in the fetus 
between the development of the fat tissue 
and the blood vessels, and fat lobules are sep- 
arated from one another by partitions of fibrous 
connective tissue. Bone develops through a 
relatively simple transformation of connective 
tissue (Maximow and Bloom’) (Key and Con- 
well®) as well as by replacement of cartilage. 
The cartilage model is covered by a perichon- 
drium of closely packed embryonic connective 
tissue cells.° In various pathological conditions 
bone may be formed anywhere in the body by 
metaplasia of ordinary loose connective tissue’ 
“Specialization among connective tissue cells is 
not so rigid as in more highly developed tissue 
because it is obvious that in those cases some 
neighboring mesoblastic cells assume the function 
and form of osteoblasts and then produce bone 
in the regular way.”® 


* Two cases of bone defect are presented im 
which fat grafts were employed in the repair. 


Case 1—A forty-six-year-old man gave a history of 
osteomyelitis of the frontal sinus and surgical operation 
which occurred thirteen years before the repair was 
undertaken. Pulsating dura mater about 1.5 cm. @ 
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dameter had been covered with vaseline and a gauze 
dressing daily “to keep it from drying out.” The deeper 
portion was continuous with a small remnant of the 
frontal sinus. 

To prepare the cavity for the fat graft, the skin 
edges were elevated and excessive scar tissue was re- 
moved. Flaps of skin over the forehead were mobilized 
so that the defect could be covered without tension. All 
bone surface was freshened including a removal of 
epithelium from the frontal sinus region. The membrane 
over the surface of the dura was removed with a sharp 
knife. Sulfanilamide crystals were placed over the raw 
surface, and several gauze sponges wet in normal saline 
were packed in the bone cavity and beneath the flaps 
of skin. The skin edges were sutured together with 
mattress sutures as though the fat graft were already 
placed. The gauze pack was removed in twenty-four 
hours, but the area of undercutting of skin flaps was 
too bloody to insert the fat transplant before forty- 


Fig. 1, Case 1 
Original defect. 
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eight hours. A large piece of fat with muscle sheath 
from the upper gluteal region was obtained, leaving only 
a thin layer of fat on the skin. This transplant was 
four inches long, two inches wide and five-eighths inch 
thick. The cavity was washed in normal saline to re- 
move old sulfanilamide, loose fibrin and bone debris. 
The fat mass, free from hand contamination, was laid 
in with the thin fascia portion downward with the fat 
surface against the under surface of skin. The wound 
was then closed and a firm dressing moistened with 
normal saline was applied. The sutures were removed in 
eighteen days. The skin surface fluctuated. Some fluid 
fat and a yellowish fat surface bulged out after the 
sutures were removed. Some of this yellowish and oily 
fluid was evacuated until about one-third of the amount 
of the transplant was lost. During the course of a 
three months period in the early half, sulfanilamide crys- 
tals were used and a layer of specialist plaster of Paris? 
wet in normal saline was employed as a dressing under 
the usual gauze covering over the exposed surface of the 
graft. At this time penicillin was injected to the depth 
of the bevel of a hypodermic needle. The fat then be- 
came red and began to solidify rapidly. Numerous 
points over the surface were injected at each dressing 


_every other day. A secondary closure of the skin edges 


was done October 24, 1945, three months and ten days 
after the fat implant was begun. A photograph shows 
the progress of the treatment. The remnant .of frontal 
sinus mucosa kept a tract open with a mucous dis- 
charge. The mucous covering was destroyed by penicillin 
injections and fibrous tissue filled the space. A final 
operation on September 9, 1946, has healed with no 
discharge or fluctuation. 


Case 2.—A thirty-seven-year-old machinist in a steel 
mill was changing the plates in the “big machine.” A 
rectangular mass of steel weighing more than a ton 
crushed the leg just above the internal malleolus shaving 
off skin periosteum and a thin layer of cortical bone, 
tearing muscle and soft tissues away from the leg bones 
half-way to the knee, fracturing the fibula with slightly 
less violence. Traction was maintained by a Steinmann 
pin through the calcaneus, later incorporated in a plaster 
cast. The accident occurred October 9, 1944. Six 
months later, on April 5, 1945, a sequestrum was re- 
moved which proved to be the internal malleolus and 
the articular surface of the tibia which had become only 
partially united to the shaft of the tibia. Regeneration 
of bone took place with a bearing surface formed from 
periosteum stripped from the lost bone. A large cavity 
in the region of the internal malleolus remained which 
would have rendered the otherwise good foot and leg 
practically worthless if closure and covering with skin 
could not_ be accomplished. This cavity was closed with 
a fat graft. 

PREPARATION OF THE CAVITY FOR THE FAT 
TRANSPLANT 
' The surface had been kept free from spreading infec- 
tion for months. By the use of sulfanilamide crystals, 
and at times compound tincture of benzoin, the surface 
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Fig. 3, Case 2 
X-ray showing bone injury. 


became dry and bone fragments would scale off. About 
the middle of August, 1945, penicillin was injected with 
a fine hypodermic needle all over the surface of the 
cavity whether bone or thickened tendon sheath or frag- 
ments of ligaments. The cavity was then packed with 
strips of sterilized specialist plaster of Paris! and a firm 
gauze dressing moistened in normal saline was applied. 
This was changed every other day. The plaster of Paris 
could be removed without causing bleeding of the 
granulations and without pain. October 25, 1945, a 
fat transplant was made slightly over-filling the cavity 
which measured thirteen cubic centimeters at the water 
level. 


TECHNIC OF MAKING AND PRESERVING THE FAT 
GRAFT 
Slightly more than the estimated amount of fat and 
fascia was removed from the upper gluteal region. This 
was placed in the measuring glass for liquids and about 
one-fourth more than the amount required to fill the 
cavity to the water level was retained. This was placed 
in the granulating cavity which was freshly washed out 
with normal saline and treated with penicillin. Fine 
stainless steel wires were stretched over the graft 
placed about one-tenth inch apart. These dipped under 
the edge of the skin about one-tenth of an inch. They 
were brought out on either side and tied around the 
leg over a thin dried plaster of Paris collar. 

The surface of the exposed fat held down firmly with 
Fig. 4, Case 2 the wires, was treated with plasma and the surfate of 
Photograph of original defect before fat graft. white substance over the red clot. (One hundred c. ¢. of 
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DIAGRAM SHOWING FAT GRAFT HEW IN 
PLACE BY STAINLESS STEEL WIRE. 


“aie PLASTER OF PARIS CoLLAn USED TO 
PREVANT WIRES FROM CUTTING LEG. 

“b* SHOWS WIRE UNDERWEATH FLAP OF 

SkIN ON BOTY SIDES OF FAT GRAFT 
“C™ FAT GRAFT 


ory 


Fig. 5, Case 2 
Diagram showing fat graft held in place by stainless steel wire. 
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Fig. 6, Case 2 
X-ray showing final effect with regeneration from periosteum and other tissues and completed by the fat graft. 
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Fig. 7, Case 2 


X-ray one year after injury. This portion of bone eventually lost its blood supply and was replaced by a 
of bone from other tissues in the vicinity and completed by the fat graft. (Steel wires ho!ding fat graft in place are shown.) 


blood had been drawn from the patient the day befor 
the operation in preparation for this use). This plasma 
covering was overlaid with a single layer of specialist 
plaster of Paris! and a thick layer of gauze moistened 
in normal saline. The fat became pink in color anda 
light crust formed over it. The dressing was changed 
daily. The transplant was undisturbed by removal of 
the thin calcium sulphate sheet. The continuous applic- 
tion of the plasma and calcium sulphate and normal 
saline seemed necessary to protect the large surface of 
fat transplant not in contact with blood capillaries of 
the host. On November 20, 1945, twenty-six days after 
the fat transplant had been made, the steel wires were 
removed and the thin crust was cut away. A full thick- 
ness skin graft was carefully cut exactly to a measured 
pattern and sutured firmly to the surrounding skin 
edges which were freshly prepared the day before. The 
fat transplant was still fluctuant, but had a healthy 
pinkish color. 

The skin graft was dressed with a layer of specialist 
plaster of Paris and gauze wet in normal saline. Th 
photograph made December 5, 1945, shows the ouler 
layers of skin mummified, but it is firmly attache 
without any purulent discharge. 

A photograph of progress January 19, 1946, shows the 
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granulating surface almost covered with skin. The fat 
t is firm with no fluctuation and very little dis- 
The deep bony cavity has been obliterated 
with tissue formed from the fat transplant; but skin 
would not grow upon too thin a layer of granulation 
fisue covering the distal end of the tibia. Penicillin 
was injected into this thin granulating area and into a 
fing about 2 cm. around the area. The raw area en- 
larged slightly at first. Now the new supply of fresh 
fibrous tissue is closing in the center in accordance with 
the observation of A. J. Ochsner that you cannot keep 
a dreular opening in the body from closing. 
The man has been doing the full time work of a mill- 
wright at the Sheffield Stee] Mill since April 1, 1946, 
just eighteen months since the date of the injury. 


CONCLUSION 


Fat tissue has been employed in the repair 
of bone defects in two cases: 

(1) A cranial defect of thirteen years stand- 
ing with about 2% sq. cm. of dura mater ex- 


posed. 
(2) A large defect in the lower tibial region 
due to the loss of the internal malleolus. Scars 
on the skin of the leg would prevent the use 
of pedicle or tube grafts anywhere below the 
knee. 

Reports om the use of metal or plastic ma- 
terial for the closure of cranial defects are not 
encouraging. Closure of tibial defects: with 
non-living material is impossible. 

Fat appears to be a good material for this 
purpose because it is the least differentiated 
of all mesenchymal tissue and is used by nature 
to fill cavities in the body. Fat changes 
readily to fibrous connective tissue and fibrous 
connective tissue may be transformed to bone. 

Living fat tissue may be protected from in- 
fection by the use of penicillin and calcium 
sulphate’ and normal saline. These agents ap- 
pear also to cause rapid transformation of the 
fat into a solid substance. Good nutrition and 
aseptic technic have not been mentioned in this 
report, but of course no problem in surgery 
can be successful without them. 
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DISCUSSION (Abstract) 


Dr. Thomas R. Ramsay, Laurel, Miss—May I ask 
Dr. Green a few questions concerning the local destruc- 
tive action of penicillin on epithelial tissue? 

What concentration was used and just how was it 
applied or injected? 

Would he recommend it for the destruction of other 
epithelial tracts as in fistula-in-ano? 

I would also like to ask if the sympathetics were 
injected with procaine during the treatment of the 
tibia? 

Dr. Green (closing) —I have used penicillin as a 
regional injection routinely in incisional and traumatic 
wounds. This has become a favorite method in its use 
in my industrial work because Colonel Kenneth Starr 
of the Australian Army Medical Corps, and many other 
surgeons, believe that the local effect is of greater 
importance than systemic chemotherapy. My first 
notable experience employing penicillin to protect a fat 
transplant has been repeated a number of times. The 
fat has not only been protected against infection, but it 
has been changed to a pink and more solid substance. 
This action would seem to correspond to the “active 
stimuli to growth” which McCallum discusses at length 
in his “Text Book of Pathology.” Some such chemicals 
are sudan III, indol, skatol and ether water. All of these 
are soluble in lipoid substances, and they possibly have 
their effect, according to McCallum, by attacking the 
lipeid membrane of the cell. McCallum says that such 
substances acting in a mechanical way have their effect 
on body tissues used in support and movement only. 
These structures, of course, are of mesodermal origin. 
It is significant that penicillin follows the pattern of 
reacting favorably on mesodermal structures only, and 
is very destructive to all ectoderm and endoderm- 
derived tissue. It will destroy skin grafts and skin par- 
tially devitalized. Penicillin destroys cornea, and causes 
convulsions if it touches the brain. I have used it to 
destroy a remnant of frontal sinus mucosa in preparation 
of a bone cavity for a plastic repair. 

I believe the concept of penicillin as a physiologic 
agent, which is a riboflavin nucleotide, is of fundamental 
importance in our proper use of the drug. Penicillin has 
a marvelous protective effect in open wounds of muscle 
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and fascia and compound fractures of bones. I have 
used penicillin in the sacro-iliac joint and lumbar 
muscles to treat lame backs; also, I have employed it 
in knee joints and other joints in infectious and hyper- 
trophic osteo-arthritis, I have injected penicillin into 
the pleural cavity and obtained marked relief in pleuro- 
pulmonary infections. 


The recognition of the destructive effect of penicillin 
on the ectoderm and endoderm-derived tissues is of great 
negative value to avoid loss of brain, eyes, skin or 
secreting glands. But penicillin also has a positive value. 
It destroys skin or mucous membrane in sinuses leading 
to hollow organs. Perhaps it might have an influence 
analogous to radium in the so-called radiosensitive 
tumors, and become an important clue in cancer research. 


TECHNICAL CONSIDERATIONS IN 
ADEQUATE TRANSURETHRAL 
PROSTATIC RESECTION* 


By A. Frep Turner, Jr., M.D., 
Louts M. Orr, M.D. 


and 


JosepH C. Haywarp, M.D., 
Orlando, Florida 


In 1942, one of us (L.M.O.") reported before 
the New York State Medical Society the im- 
mediate and follow-up results of transurethral 
prostatic resection performed upon a group of 
483 private patients during the period from 1932 
to 1941. This report was presented primarily 
as a.factual analysis of clinical results based 
upon statements by the patients through the 
medium of questionnaires. In comparison with 
results which were being published by various 
writers at about the same time, our report showed 
a much higher mortality rate, and a morbidity 
tate which left much to be desired. 


In further reviewing this previous report, we 
are impressed with the fact that the causes for 
failure were in the most part recognized and 
warned against, and shortcomings in failing to 
meet certain fundamental requirements were can- 
didly discussed. To say the least, we were quite 
frankly displeased with our results and viewed 


*Read in Section on Urology, Southern Medical Association, 
Fortieth Annual Meeting, Miami, Florida, November 4-7, 1946. 
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transurethral resection of the prostate with Dot 
unwarranted pessimism. 

When we resumed practice (January 1, 1946) 
after the recent World War, during which time 
contact was almost completely lost with ura 
the progressive advances in the technic of trans. 
urethral resection, principally by Nesbit, were 
brought immediately to our attention. By utiliz. 
ing new and improved equipment and acting 
upon many of the suggestions in technic of 
Nesbit and others, we find that our results jp 
more than 100 transurethral resections singe 
January 1, 1946, performed upon private pa- 
tients has completely revised our opinion of go- 
called transurethral prostatectomy. 


While this most recent experience covers only 
105 resections over a nine-months period, the re. 
sults have been so satisfactory that it seems most 
worthwhile to review the technical requirements 
considered necessary in performing adequate 
transurethral removal of the prostate. No claim 
is made to originality in the technic, with but 
few exceptions, but certain lessons have been 
learned and a few improvements in the arma- 
mentarium have been made which we feel merit 
reporting. 

Our mortality rate, which was 8.3 per cent in 
the cases operated upon between 1932 and 1941, 
has been zero in the 105 cases operated upon 
since January. As for morbidity, the scope of 
this paper and the time permitted for its pres- 
entation does not permit a statistical analysis. 
However, it was the conspicuous improvement in 
the eventual results and the decrease in morbidity 
which prompted us to analyze the possible causes 
therefor and prompted this informal discussion. 
A clear urine a month or two after resection has 
become the rule rather than the exception, and 
in other respects the improvement has been 
equally obvious. 


One of the most important advances made has 
been the use of the Nesbit modification of the 
Stern-McCarthy resectoscope, which allows for 
easy one-hand manipulation and thereby leaves 
one hand free for rectal palpation of the prostate. 
The importance of digital recta] pressure upon 
the prostate during résection cannot be over 
stated. Certain portions of the hypertrophied 
prostate, especially the median lobe, are inacces 
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ble to the loop of the resectoscope unless lifted 
wpby pressure upon the prostate applied through 
ihe rectum. In addition, the surgeon’s vision 
ihrough the resectoscope, combined with his 
gase of feel on rectal palpation of the prostate, 
yhieves a third dimensional perception which is 
invaluable. We remove the handle of the resecto- 
gope sheath since the instrument seems to be 
more maneuverable without this attachment. 
We agree with Nesbit, who says, 

“Resectoscopes of greater efficiency will undoubtedly 
be developed in the future but whatever their new ad- 
vantages may prove to be, they must be capable of 
being operated with one hand. . .” 

Another major factor accounting for improved 
operative results is the bolder and more sys- 
tematic effort to remove all adenomatous tissue. 
This has come with increased experience and 
confidence and with more complete realization of 
the necessity of doing a total adenectomy if good 
results are to be expected. The word “adenec- 
tomy” is used advisedly because, as we all know, 
aly the adenomatous tissue and not the entire 
prostate is removed in any of the usual opera- 
tims for relief of urinary obstructions due to 
prostatism. Some have claimed that it is not 
necessary to remove all the adenomatous tissue, 
contending that a canal through the enlarged 
prostate is sufficient. This belief is contrary to 
our observations and to those of numerous other 
observers. Without entering into the prevalent 
argument as to whether adenomas continue to 
gow if inadequately removed, it is a matter of 
common observation that portions of devascu- 
larized adenomas left behind after operation 
serve as persistent foci of infection, are often 
encrusted with alkaline salts when observed cys- 
toscopically, and often rub together, producing 
bleeding. The records reveal, as in the review 
of our own statistics in 1942, that incomplete 
adenectomy results in persistent urinary com- 
plaints, frequently demanding one or more addi- 
tional. resections. 


Our present practice is to begin the resection 
by making the initial cut at 1 or 11 o’clock on 
one side or the other of the anterior commissure. 
This releases the upper support of the lateral 
lobe by severing the confining membrane near 
the top of the adenoma. The tendency then is 
for the remainder of the lateral lobe to retract 
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downward toward the floor of the prostatic ure- 
thra where it is in a better position for resection 
than in its original position. The rectal finger 
can be of considerable assistance in removing 
these parts of the lateral lobes which retract to 
the floor of the urethra, and further advantage 
is gained because the resectoscope operates more 
efficiently when working downward. After hav- 
ing resected first one lateral lobe and then the 
other, the middle lobe is resected last, using 
pressure with the rectal finger again to very good 
advantage. 


In addition to these factors which we con- 
sider of major importance, we are employing a 
number of new practices and devices which are 
well worth brief mention. 


The No. 68A foroblique telescope has been 
substituted for the No. 68 previously used. The 
former instrument gives a larger and more highly 
magnified field of vision than the latter. The 
advantages of this improved vision are obvious. 

An irrigating device of our own design delivers 
a stream of water of constant pressure through 
the resectoscope at all times. The amount of 
water pressure can be so adjusted by this device 
that the minimum water flow which will permit 
adequate vision is obtained. This results in 
slow filling of the bladder and minimizes the 
number of interruptions of the resection for 
evacuating water from the bladder. This saves 
some time in an operative procedure where time 
is an all-important consideration. Since the ap- 
paratus is never adjusted to deliver more than 
a relatively small hydrostatic pressure, the dan- 
ger of bladder rupture from excessive water 
pressure is eliminated. The operator may, there- 
fore, dismiss this worry from his mind. 


Other such apparatus have been designed but 
this one offers the advantages of simplicity of 
construction with parts readily available in any 
hospital. The mechanism of the apparatus is 
simple (Fig. 1). Two 1-gallon bottles, each plug- 
ged with a 1-hole rubber stopper are hung in an 
inverted position, one from either side of a double 
standard. The two rubber tubes from these bot- 
tles are joined by a Y-tube before they enter an 
ordinary Kelly flask. The level of the water in 
this flask determines the pressure which the ap- 
paratus delivers and this level is kept constant 
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by water entering the flask from the gallon 
jugs suspended above. Water flows down from 
the gallon jugs when the end of the rubber 
tube in the Kelly flask is open and stops as soon 
as the open end of the tube is sealed by water, 
preventing the ingress of air. In this way the 
water level in the flask remains constant at the 
end of the rubber tube. ‘ 


The O’Connor rectal sheath is inserted before 


Fig. 1 
Constant pressure irrigator. 
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the operation begins. Since we now do a large 
part of the operation while palpating or liftinge 
the prostate, some sort of shield to permit intro. 
duction and withdrawal of the finger at will with- 
out contamination is necessary. The O’Connor 
sheath is not entirely satisfactory because its 
large size makes insertion difficult and because 
the rubber ring which is designed to fit within 
the anal canal and hold the sheath in place 
often fails to do so. A new rectal sheath is now 
being designed which we hope will overcome 
these difficulties. It is now in the process of 
manufacture and will be made available if 
clinical trials prove successful. 

We have attempted to avoid certain pitfalls 
of transurethral surgery, such as the production 
of urethral strictures by the insertion of the 
resectoscope through a urethra which is not 
adequate to accommodate it. The urethra is first 
calibrated with sounds. If the meatus is at all 
tight, a meatotomy is always done. If the ure- 
thra is at all snug at any point back of the 
meatus to the standard sheath, the 27 F. sheath 
subsequently described is usually tried. If this, 
too, is snug, the instrument is introduced through 
a perineal urethrotomy. This procedure is sim- 
ply and quickly done by cutting down upon the 
convexity of a grooved sound which has been 
passed into the urethra. Two catgut retraction 
sutures passed through each of the two sides of 
the incised perineal urethra assist in the intro- 
duction of the resectoscope. When the resection 
is complete and a catheter has been introduced 
through the urethra, the perineal urethral in- 
cision is closed simply by tying together the two 
retraction sutures. The wound is then dusted 
with sulfanilamide powder and packed open with 
gauze. The skin incision is not closed. The free 
drainage thus permitted decreases the risk of 
infection, and results in sound healing within a 
few days. 

In addition to a tight urethra, there is a second 
difficulty which we sometimes consider an indi- 
cation for perineal urethrotomy. This is the 
short suspensory ligament which prevents de- 
pression of the ocular end of the resectoscope. 
It results in an awkward situation for several 
reasons. First, the operator must work at am 
awkward angle, making the upper quadrant of 
the vesicle neck difficult of accessibility; sec- 
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ond, bubbles tend to collect on the bladder end 
of the resectoscope when the instrument is 
pointed downward with consequent difficulties in 
yision; third, the suspensory ligament, by pull- 
ing upward on the middle of the resectoscope, 
bends the sheath slightly and interferes with 
the smooth motion of the resectoscope loop, a 
jerky movement resulting. 


Because the usual resectoscope sheath more 
nearly approaches 30 F. in size than the 28 F., 
which it is supposed to be, the sheath is often 
found-to be too tight for the average urethra. 
A sheath which permits the use of the full size 
cutting loop but which is calibrated at 27 F. 
was constructed. The decrease in the diameter 
of the sheath was made mostly by decreasing the 
thickness of its fiber walls. This, unfortunately, 
decreased the strength of the sheath and allowed 
it to bend more easily than the standard sheath. 
This, in turn, resulted in the jerky movement 
of the cutting loop already described. 


A search is now being made for a substance 
more suitable for the construction of a sheath 
than the fiber now being used. Such a sub- 
stance should be quite rigid even when very 
thin, must not be fragile, must not melt when 
subjected to the heat generated by the resecto- 
scope loop, must be a non-conductor of electricity 
and must have a smooth surface to permit easy 
manipulation in the urethra. Some plastic ma- 
terial such as luxene or lucite may eventually 
be the answer to these requirements. 


In the Nesbit resectoscope, smooth motion of 
the loop is difficult to obtain because the loop 
is propelled through the tissue which it is cut- 
ting by a spring, while the operator controls it 
with a motion of the thumb which is both weak 
and awkward, namely, abduction. The ideal 
one-handed resectoscope will be one whereby the 
loop moves through the tissue by virtue of a 
gear mechanism utilizing forward pressure of the 
thumb and is returned to its original position 
by a spring. Such an instrument is now in proc- 
ess of manufacture experimentation. 

Unless there are some contraindications, such 
as idiosyncrasy to the drugs, we use small doses 
of sulfonamides by mouth routinely for the 
first several postoperative days. This serves as 
prophylaxis against onset or extension of urinary 
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infection. The dose is 0.5 gram of sulfathiazole 
or sulfadiazine 4 times daily. This procedure 
is especially valuable in cases where the relative 
youth of the patient makes bilateral vasectomy 
inadvisable. However, efforts to maintain aseptic 
technic are not relaxed because of the use of 
this regimen. 


After having used the undamped cutting cur- 
rent generated by the vacuum tube over a long 
pediod of time, we have returned to the damped 
spark gap electro-surgical unit. The latter ma- 
chine in our hands seems to result in less bleed- 
ing and to cut more efficiently. 


During all resections, duplicates of all instru- 
ments which are subject to mechanical failure 
are kept immediately available. In addition to 
being annoying and time-consuming, mechanical 
failure of an instrument in a crucial point in an 
operation may actually be dangerous. 


To avoid shock, operative blood loss is de- 
termined in order that the blood may be replaced 
if the loss is excessive. This determination is 
done by a colorimetric method. The method con- 
sists simply of converting a sample of the accu- 
mulated bladder washings of the entire operation 
to acid hematin by the addition of hydrochloric 
acid and comparing the color of this acid hematin 
solution with known standard concentrations of 
the same. Rarely does the loss exceed 500 c. c. 
and even more rarely does the patient show signs 
of shock from this cause. Even large blood loss 
may not produce shock because there is prac- 
tically no operative shock to augment the effects 
of blood loss. 

This chart (Fig. 2) shows the maximum blood 
loss incurred in any one resection in each of the 
weight groups indicated. The average loss of 
all cases in each of these groups would be con- 
siderably less. In none of these cases has the 
blood loss been excessive, although transfusions 
have been given in a few as a general sup- 
portive measure. Generally speaking, the blood 
loss was smaller in the small glands. In all 
those cases where resection yielded less than 10 
grams of tissue, the blood loss was so small as 
to be considered negligible. The preponderance 
of small glands in the series can be accounted 
for by the fact that the private patients here 
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ment of prostatism earlier than do charity cases, 
who compose the majority of the cases described 
in papers originating from some large clinics and 
university hospitals; also, by the fact that vesical 
neck contractures and median bar obstructions 
have been included in this series. This chart also 
shows that on pathological study of the resected 
tissue, benign prostatic hypertrophy was di- 
agnosed in 82 per cent and carcinoma in 18 per 
cent of cases and that transurethral prostatic re- 
section was employed in all but 7 per cent of 
our cases. This remaining 7 per cent was di- 
vided equally between suprapubic and perineal 
prostatectomy. The largest gland removed su- 
prapubically weighed 203 grams while the largest 
removed by the perineal route weighed 160 
grams. 

We use the McDevitt operating table and 
find it quite satisfactory (Fig. 3). It is provided 
with a long flat drain tray which slides in and out 
easily. The table is covered with a sponge rub- 
ber material. The pelvis and head can be raised 
or lower separately. The patient’s feet are sus- 
pended by canvas boots attached to right angle 


Weight in Ma- Maxisum 
Grams Benign lignant] bleed loss 


0-10 a 6 60 c.c. 


375 c.c. 


1 1 504 c.c. 


3 2 1 650 c.c. 


105 fas | 19 (209 


Open prostatectomy: 


Perineal 4 - zaximum wt. 160 gs. 
Suprapubic - 4 - maxigus wt. 203 gus 


Transurethral resection - 105 or 92.9% 


Prostatectomy - 
Fig. 2 


8 or 7.1% 
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bars. No other support for the legs is useg- 
there is, therefore, no pressure in the popliteal 
space or on other points in the legs. Another 
right angle bar which crosses the table trans. 
versely at the level of the symphysis pubis js 
used to suspend rubber bands which hold the 
electric cords and water hose. The foot of the 
table can be completely removed providing room 
for the operator’s knees. The supporting metal 
cross bar at the foot of the table near the floor 
was found to be in the way of the operator's 
ankles.. This bar was therefore moved several 
inches toward the head of the table. This pro. 
vided an ideal place for the foot switch which 
controls the electro-surgical unit. 

When the patient arrives in his room after 
resection, the No. 24 Foley catheter which has 
been inserted into his bladder after operation, is 
connected to the postoperative drainage appara- 
tus described by Nesbit’ and originally designed 
by Keyes of the New York Hospital. No tension 
is placed upon the catheter. Our former practice 
of maintaining a continuous irrigation through 
the bladder with a Foley-Alcock three-way cath- 
eter has been abandoned in favor of avoidance 
of irrigation entirely unless there is some indica- 
tion that the catheter is not functioning properly, 
It seems reasonable to suppose that continuous 
or too frequent irrigation would stimulate 


Fig. 3 
McDevitt prostatic resection and cystoscopic 
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bleeding, interfering with the normal formation 
of clots, which are designed by nature to stop 
the small bleeders. Such a theory seems to be 
corroborated by clinical experience. 

The apparatus now used (Fig. 4) consists sim- 
ply of a long rubber tube interrupted at two 
points by glass Y-tubes, with a water reservoir 
suspended from a standard attached to the upper 
end of the tube and a drainage bottle connected 
to the lower end. The Y-tube nearer the reservoir 
attaches to the catheter and allows ingress of 
water from the reservoir and egress of urine and 
water from the bladder. The second Y-tube is 


Fig. 4 
Postoperative drcinage and irrigation apparatus. 
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left open at one end, and is attached to the 
standard at bladder level with the open end 
pointing upward. This opening prevents forma- 
tion of a siphon, and thus maintains a desirable 
water level in the bladder. In addition, a fluid 
level which is visible in the ascending limb of the 
Y-tube nearer the bladder serves as an indicator 
as to the patency of the drainage system. This 
fluid level is in equilibrium with the fluid in the 
bladder and moves up and down with changes 
of bladder pressure. The movement of this 
water level up and down with each respiratory 
excursion affords a constant indication that the 
drainage system is open and functioning prop- 
erly. If there is reason to suspect occlusion of 
the catheter, the patient may be instructed to 
cough. If this fails to force fluid through the 
Y-tube, the catheter is probably occluded and 
should be irrigated by use of the reservoir pro- 
vided. 


Our results with this type of postoperative 
drainage have been most satisfactory. With the 
old method of continuous bladder irrigation 
through a three-way catheter, the surgeon was 
altogether too frequently forced to return to the 
hospital in the middle of the night to evacuate 
a bladder full of clots through the resectoscope 
sheath. This complication has occurred only 
once since the resumption of our practice in 
January. 

There is no reason why results obtained by 
the transurethral removal of prostatic tissue 
should not be equal to or better than those ob- 
tained by the removal of this tissue by other 
operations. Failure to obtain these good re- 
sults, surgical accidents being excepted, is in- 
dication of inadequate removal of the obstruct- 
ing tissue. There is no question that trans- 
urethral prostatic resection is more technically 
difficult than open prostatic operations and that 
certain factors sometimes arise which make it 
impossible for even good resectionists to remove 
an amount of tissue at one time adequate to 
guarantee good results. These impeding fac- 
tors are preoperative underestimation of the size 
of the gland, low bladder capacity, increased 
vascularity of the gland and a tight prostatic 
urethra. For this reason, it is sometimes wise 
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for the surgeon to inform the patient before op- 
eration that resections must sometimes be done 
in two stages. The patient usually receives this 
information with equanimity since he can be as- 
sured that the distress from two transurethral 
prostatic resections is usually less than that of 
one open operation. 


The tremendous advantage of transurethral 
prostatic resection is its almost complete ab- 
sence of shock and discomfort and the short 
period of hospitalization. We have not found 
poor kidney function to constitute a contraindi- 
cation to transurethral prostatic resection pro- 
viding kidney function has been stabilized at the 
best obtainable level as determined by laboratory 
tests. One of our patients in this series never was 
able to excrete more than 1 per cent of phenol- 
sulfonphthalein in two hours on repeated tests 
and yet he stood resection well and has since en- 
joyed relatively good health. Another patient in 
this series entered the hospital in advanced 
cardiac decompensation, necessitating two weeks 
use of an oxygen tent as part of his preoperative 
preparation. Although he still had a total cardiac 
arrythmia and dyspnea on very mild exertion 
at the time of operation, he stood resection well 
and obtained relief of his urinary difficulties. 
Many patients now afforded relief of prostatic 
obstruction by transurethral prostatic resection 
would, of necessity, have been denied this re- 
lief prior to the advent of this procedure. These 
patients would have lived out their days with in- 
termittent catheterizations or a suprapubic tube. 
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DISCUSSION (Abstract) 


Dr. Harold P. McDonald, Atlanta, Ga.—Complete 
removal of the prostate by transurethral means gives 
as satisfactory results as complete removal by any other 
method. The improvements in instruments and the use 
of the Vest observation telescope have been of much 
value. We have also used a short beak resectoscope 
sheath for many years. This allows the loop to protrude 
beyond the end of the instrument and facilitates re- 
moval of buried or deep masses. The Vest telescope gives 
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a larger and direct forward view of the prostatic fossa, 
It has been helpful in determining whether or not 
additional tissue should be removed from the sphincter 
area. 

It also should be said that more expert use of the 
available instruments has been a factor in the renewed 
enthusiasm for the transurethral removal of prostates, 
Upon complete removal of the obstructing tissue there 
are but two points to be taken care of to irisure good 
results, namely: control of hemorrhage and control of 
infection. Hemorrhage should be completely controlled 
by the operator at the time of the resection. Careful 
examination of the fossa and coagulation of all bleeding 
points has been our practice always. Irrigation after 
resection is almost never done. Bleeding is likely to be 
started up and the bladder is disturbed and is not at 
rest. If the bladder is empty the prostatic fossa does 
not bleed provided proper coagulation of all bleeders 
has been done. 


Control of infection has been greatly improved by the 
use of sulfa drugs, penicillin and streptomycin. Prob- 
ably the most important factor in control of infection is 
complete removal of the prostate so that voiding is 
adequate and no obstruction is present. 


Another technical point is care of the urethra. Cali- 
bration of the urethra before insertion of the instrument 
should always be done. This is done by means of bulbs 
and a narrow meatus is opened and strictures are cut 
with the Otis urethrotome rather than torn or over- 
dilated by insertion of a sound or the resectoscope. It 
has been proven to us that these incised strictures give 
much less trouble later than when forceful dilatation is 
carried out. 

There is no difference in the results of a first class 
transurethral resection and a first class removal of the 
prostate by any other method. The difference is felt 
by the patient in lower morbidity and lower mortality, 


Dr. I. G. Duncan, Memphis, Tenn.—I am indeed glad 
to see that the technics used in relieving prostatic 
obstructions are becoming more refined, which is result- 
ing in fewer complications and better end results. 

We use the closed irrigation method for prostatic 
irrigations both pre- and postoperatively. We prefer the 
outfit which was devised by Dr. H. K. Turley of Mem- 
phis. It is easy to handle, inexpensive, and almost fool 
proof. 

I am one of the men who has fallen from grace when 
it comes to resecting big prostates. We are now doing 
suprapubic prostatectomies upon all of the grades three 
and four prostates. We have improved our technic s 
that our suprapubic prostatectomies usually have very 
little suprapubic drainage after the tube has been r- 
moved. Most of our patients are dry and voiding freely 
within ten days to two weeks time after operation. 

Our experience has been that when these large glands 
are resected, the prostatic tissue continues to grow and 
the patient is back for further relief within eighteen 
months to five years. This requires another operation, 
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whereas, following the removal of these glands about 
gl of the postoperative treatment that is necessary is to 
diate the vesical neck at intervals. 

A case returned a few days ago with an acute reten- 
tion of urine. Examination showed eight ounces of 
residual urine and a grade four prostate enlargement. 
This patient had had a resection with the removal of 
about 75 grams of tissue about five years before. We 
lieved him this time by doing a prostatectomy. 

[also wish to caution some of the younger urologists, 
who may get too enthusiastic about resecting large 

. One also should be very careful not to cut or 
injure the verumontanum. Nesbit, in his book, shows a 
picture of the veru from which all of the prostatic 
tissue has been resected. In our hands, if we should 
aut too close to the sphincter we are likely to get more 
or less incontinence, and if the prostatic capsule should 
be nipped during the operation an extravasation is 
likely to result. 


Dr, Nelse F. Ockerblad, Kansas City, Mo.—Without 
ing to be too much of an egotist I can say that 
I was one of the pioneers in transurethral prostatic re- 
section, as it is now called. When I began to work with 
it in 1930, no one knew very much about it at all. I am 
gad to see in this excellent paper of Drs. Orr and 
associates, that the idea is coming out that in doing 
these operations we must approximate total enucleation 
by whatever open method. In doing a thorough opera- 
tion there is bound to be extravasation. Actually the 
sn is not cutting through the capsule but it is in not 
recognizing that it has been done. There is really no 
controversy now between the followers of the perineal 
and the suprapubic resection methods. Most urologists 
are competent to do whatever operation fits the patient. 
The patients, however, are strong for the transurethral 
operation in communities where- operations are done 
and excellent results obtained. 


Dr. Clyde L. Deming, New Haven, Conn.—We have 
improved our technic for perineal prostatomy, too. We 
are able to get most of our patients out of the hospital 
between ten and twelve days. The unusual ones, of 
course, are taking ordinary time. But with care in 
operation and the present facilities for hemotherapy, I 
find we are advancing our days of discharge from 
fourteen to sixteen days down to ten to twelve. 


Only recently I performed a prostatomy on a minister 
whose gland weighed 140 grams, and he was discharged 
on the eleventh and preached a funeral sermon on the 
seventeenth day. It was not his own, either. My con- 
gratulations to the speaker and members of his clinic 
who have contributed much for the improvement of 
transurethral surgery. 


Dr. Milton M. Coplan, Miami, Fla.—Prostatectomy 
has improved perhaps more rapidly in the last several 
years than the technic of prostatic resection. At present 
we are following the procedure of Bandler, et alii, of 
introducing a urethral catheter immediately following 
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prostatectomy and removing our suprapubic tube within 
about three or four days. Our patients, like those of 
Dr. Deming, are healing nicely about the seventh or 
eighth day, and we have very few patients in the 
hospital as long as two weeks from prostatectomy. The 
time element in the operation itself, I dare say, is shorter 
than a prostatic resection. In any prostate that is 
forty grams or better the choice of procedure for removal 
is debatable. A prostatectomy properly carried out can 
be accomplished as rapidly as the removal of forty grams 
of tissue by resection. We are doing our cases just 
about half and half by resection and prostatectomy. 


I like prostatectomy better, because we are bothered 
with the patient, a shorter time after he comes back to 
the office. Secondly, we know we have gotten all the 
obstructing tissue out. Thirdly, we know that we have 
not interfered with the normal physiology of the pro- 
static urethra. 


The other thing I would like to stress in regard to 
surgery of the prostate is our present use of the oxydized 
gauze and gelfoam. Hemorrhage is almost a thing of 
the past. We have also altered our procedure in that 
we do very few two-stage prostatectomies. We are now 
depending entirely upon catheter drainage followed by 
a primary prostatectomy and getting by with beautiful 
results, as emphasized by the removal of a large prostate 
during the past summer in a gentleman 94 years of age 
by one-stage prostatectomy. 


Dr. Monroe Wolf, New Orleans, La.—I should like 
to concur with Dr. Deming and Dr. Coplan on the 
handling of prostates weighing over fifty grams. A few 
years ago Dr. Pierson of Boston described an x-ray 
technic by which he measured the size of the prostate 
gland and estimated its approximate weight. 


For several years I have been doing a one-stage supra- 
pubic enucleation of the large glands with primary 
closure of the bladder. I use my modification of the 
Alcock-Foley hemostatic catheter for hemostasis and 
drainage. The catheter is removed six or eight days 
postoperatively. These patients are usually out of the 
hospital by the tenth day having had a most satis- 
factory postoperative convalescence. 


Dr. Turner (closing).—I purposely avoided the highly 
controversial subject of the merits of the different types 
of prostatic operations as being outside the scope of this 
paper. Dr. McDonald’s remark that we returned to the 
fold of transurethral resection after temporarily desert- 
ing it reflects our present attitude toward the procedure. 


The question of how we reduced our mortality rate 
from 8.3 per cent to 0 while actually carrying out more 
radical adenectomy in the latter series is difficult to 
answer. Perhaps the improvement was due to the 
better instruments and technics already outlined, with 
especial emphasis upon the practice of palpating the 
prostate rectally during resection to assist in orientation 
and the more careful attention to evaluation of blood 
loss with immediate replacement when necessary. 
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DIVERTICULOSIS COLI WITH COEXIST- 
ING CARCINOMA OF THE 
RECTOSIGMOID* 

A REPORT OF TWO CASES 


By BENJAMIN G. OrEN, M.D. 
Miami, Florida 


According to the literature, carcinoma co- 
existing with diverticulosis or diverticulitis of 
the colon is very rare, although each is relatively 
common by itself. Fallon’ noted the simultane- 
ous presence of carcinoma in only three of 625 
cases of diverticulitis among 1,800 with diver- 
ticulosis, while in 1,600 patients operated upon 
for carcinoma of the colon only 19 had divertic- 
ulosis. A similar ratio was reported by Rankin 
and Brown,” who found carcinoma of the colon 
in only four of 227 cases which were operated 
upon for diverticulitis, while diverticulosis was 
present in only four cases of 679 operated upon 
for carcinoma of the colon. Thomas Jones* 


noted the presence of the two diseases together 
in three of 300 cases in which resection of the 
rectum or rectosigmoid was done, and Arnheim* 
reported one case of coexisting carcinoma and 


diverticulitis. Authorities are agreed that the 
simultaneous presence of carcinoma and diver- 
ticulosis in the same bowel is probably a matter 
of chance; no proof exists of the origin of car- 
cinoma from a diverticulum. 


We have encountered two cases of coexisting 
carcinoma of the sigmoid and diverticulosis in 
a total of 102 cases where diverticulosis was 
proved by x-ray, and feel that it is worthwhile 
to report them. 


CASE REPORTS 


Case 1—E. F. R., a white man, aged 58, was first 
seen with crampy, colicky pains in his left lower ab- 
dominal quadrant of several day’s duration. A high 
colonic irrigation two days before had only made the 
pain worse. In the background was a history of similar 
attacks of abdominal pain for several years previously. 


Physical examination revealed definite tenderness over 
the left lower quadrant with slight muscle guard. His 


*Read in General Clinical Session, Miami Day, Southern 
Medical Association, Fortieth Annual Meeting, Miami, Florida, 
November 4-7, 1946. 


*From the Department of Gastroenterology, Jackson Memorial 
Hospital, Miami, Florida. 
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white blood count was 18,500, polymorphonuclears were 
82, lymphocytes 8 and mononuclears 10. An ice pack 
to the abdomen relieved the pain. Further treatment 
consisted of a low residue diet with hot, low pressure 
instillations of normal saline in the colon twice 

The tenderness and muscle guard disappeared quickly, 
A barium enema revealed numerous diverticula at the 
pelvic and descending colon. An obstructive lesion was 
observed in the descending colon at the left of the iliac 
crest. After manipulation for almost half an hour a 
small amount of barium was forced past this area, 
which had lost its normal flexibility. Films showed 
irregular negative shadows at the point of obstruction, 
giving the impression of either a new growth or peri- 
colitis resulting from diverticulitis (Fig. 1). After a 
week of hot instillations to reduce irritation, the colon 
was re-examined but the lesion was unchanged. Three 
weeks later barium studies were again done, showing 
the same obstructive lesion, now of higher degree but 
without tenderness (Fig. 2). 

Surgical exploration revealed an inoperable carcinoma 
of the descending colon, which was treated by a trans- 
verse colostomy and palliation. The patient expired a 
few days later. 

At autopsy there were innumerable diverticula in the 
entire colon, especially in the descending colon and 
sigmoid where their serosal surfaces were often in con- 
tact due to their great number. The majority stemmed 


Fig. 1, Case 1 


First x-ray film showing suspicion of infiltrating lesion 
in lower sigmoid, with diverticula. 
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from the mesenteric border and protruded into the fat structing it completely. The edges were firm, ulcer- 
tissue, but some occurred also in other portions of the ated, and mushroom-like. In the surgical specimen re- 
circumference of the colon. They varied in size from moved at operation, a large, empty diverticulum was 
§ to 25 millimeters, but most were 10 to 15 millimeters demonstrated in the normal mucosa directly above the 
in diameter. The openings into the lumen of the bowel upper edge of the mass. The tumor itself was seen to 
were small and very often hidden by folds of mucosa; 

inspissated fecal material was found in some of the 

jumens but there was no evidence of recent or old in- 

flammation or adhesions about the diverticula. 


In the rectosigmoid the bowel was constricted by a 
firm tumor mass in the wall about 14 cm. above the 
anus; the tumor was 4.5 cm. long and completely en- 
circled the lumen. The mass was ulcerated in the center, 
and, on section, tumor tissue could be seen extending 
through the entire distance of the colon and a short 
way into the underlying fat. 

On microscopic section the entire ‘thickness of the 
wall of the sigmoid was found to be infiltrated by 
fairly regular, gland-like structures lined by cells show- 
ing only very slight anaplasia, but a tendency to be piled 
up in more than one layer. Many of the glands were 
moderately dilated, in which instances the lining cells 
were flattened. The tumor tissue extended to the serosa 
(Fig. 3). 

The diverticula were typical, lined by a compressed 
but intact mucosa, which was covered by a thin layer 
composed of connective tissue and serosa. The muscularis 
of the colon was seen to end abruptly at the necks of 
the diverticula (Fig. 4). 

Case 2—C. C., a 72-year-old white woman, was re- 
ferred to us with a history of intermittent crampy pains 
in the left lower abdominal quadrant, occurring usually 
after eating or before a bowel movement, for the pre- 
ceding five months. At first it was intermittent but 
gradually it had become almost a daily occurrence. Her Fig. 2, Case 1 
bowels moved normally once daily with only occasional : : 
laxatives. She often had to strain at stool, but it was degree of 
normal in color and consistency. Forty- 
eight-hour progression x-ray studies else- 
where five months previously had revealed 
only diverticula in the distal colon, but no 
evidence of malignancy. On physical ex- 
amination a firm, tender mass could be felt, 
deep in the left flank, about 4 x 6 cm. in 
diameter. Repeated sigmoidoscopic ex- 
aminations were unsuccessful because of 


spasm and the presence of blood and fecal 
material. 


A barium enema revealed a constricting 
defect in the descending colon about 214 
inches long, with sharp demarcation at both 
ends, characteristic of new growth. On 
Manipulation the mass was fixed, and felt 
quite hard, again Suggesting a neoplasm, 
even though multiple diverticula were pres- 
ent in the transverse and distal colon. 


Surgical resection of the lesion was per- 


f i 

ormed with end-to-end anastomosis. The Microscopic section, showing structure of tumor. Note the fairly regular 
specimen consisted of a constricting lesion _gland-like masses of cells, with a tendency to be piled up in more ‘than one 
about the sigmoid colon, practically ob- a. pet slight anaplasia also noted. This tissue extended all the way 
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infiltrate the wall of the intestine to the serosa. Micro- DISCUSSION 

scopic section revealed very poorly differentiated 

glandular structures outlined by immature cells which It has been known for many years that the 

differed markedly in size, form, and staining quality. differentiation between diverticulitis and ¢ay. 

Many mitoses were noted (Fig. 5). The carcinoma un- cinoma of the colon is often difficult and 

dermined the normal mucous membrane. Pathologically, P some- 
times impossible even by the surgeon at op. 


then, the diagnosis was a rapidly growing immature tonS Tenaliy hb the dif ats 
adenocarcinoma of the large bowel with the concomitant eration. suany, ROWEVEr, eG ferentiation 


presence of diverticulosis. The origin of the tumor from 42 be made by clinical and x-ray findings, It 

a diverticulum could not be proved. _ is only the rare case which taxes the ingenuity 
of the diagnostician; sometimes jt 
becomes necessary to operate upon 
a case of simple diverticulitis because 
carcinoma cannot be excluded. Some 
of the points in the differential diag. 
nosis between carcinoma of the sig- 
moid and diverticulitis are sym- 
marized in Chart 1. 


Clinically, the two conditions may 
be very similar. Usually, there is 
more pain with diverticulitis. How. 
ever, one cannot make an absolute 
diagnosis from these features alone, 


Both diseases often have left lower 
quadrant discomfort after meals or 
before their bowel movements, though 
this is usually more prominent with 
the inflammatory lesion of diverticu- 

Section of diverticulum adjacent to the tumor mass under very low power. litis. It is interesting to note that 


The arrows point to the narrow neck of the diverticulum, which was com- ® © * 
posed typically of two layers, a compressed mucosa, and a thin layer of in these patients crampy pain and a 


connective tissue and serosa. desire to defecate often occur im- 
mediately after eating. This demon- 
strates the so-called appetite or taste 
reflex described by Welch and Plant! 
This reflex is initiated by the taste 
of food rather than by the passage 
of food into the stomach. The 
cramps and exaggerated defecation 
reflex are due to the vigorous peris- 
talsis of the colon proximal to the 
obstructive lesion, and have been 
observed frequently with obstruction 
of the distal colon. 

Constipation or diarrhea, or inter- 
mittent episodes of both, may occur 
with either diverticulitis or car- 
cinoma. Weight loss is more prom- 
inent with carcinoma. Usually the 

Fig. 5, Case 2 patient with diverticulitis is of the 

Microscopic section of the tumor mass removed at operation. The elements obese type; however, weight loss may 


are poorly differentiated glandular structures with marked variation in the 
size, form and staining of the immature ce!ls. Many mitoses were present. occur there also. 
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Blood in the stool is described in most text- 
books as a valuable differentiating point between 
the two diseases. That is not entirely true, as 
will be brought out later in the discussion. - 


Usually the patient with carcinoma will give 
no history of having had previous similar at- 
tacks, while the patient with diverticulitis often 
will give such a history. A mass may be palpable 
in either disease. 

Sigmoidoscopy is of great value in differentiat- 
ing the two lesions. Bockus? notes that car- 
cinoma in the lower 6 or 8 inches of the bowel 
can usually be seen with the sigmoidoscope, 
for this type of process is not obscured by 
spasm or edema distally. With diverticulitis, 
however, spasm and edema usually make it im- 
possible to see the lesion. According to Schatzki,° 
failure to prove the type of lesion by sigmoidos- 
copy leaves the diagnosis up to the roentgen- 
ologist. Often the type of disease can be as- 
certained in this way only. Carcinoma typically 
has a clear-cut shelf-like defect at both ends of 
the lesion with destruction of the mucosa folds. 
The defect is usually short. With diverticulitis 
the opposite is usually true. Both lesions may 


DIFFERENTIAL. DIAGNOSIS 


Carcinoma of 

1. Clinical Picture Sigmoid 

(1) LLQ discomfort 

and crampy pain 

pc. orbefore 
BM’s 


Diverticulitis 


(2) Constipation 
and/or diarrhea + 


(3) Weight loss + 
(4) Blood in stools ? Common 


(5) History of 
ceding 

(6) Palpable mass + 
Lesion can usually 
be visualized and 
biopsied 
“Shelf-like”’ defect. 
Mucosal destruction. 
Defect short. 
Fixation by fluo- 
Noi 4 t 

improvement un- 
der Rx and obser- 
vation 
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be fixed by manipulation at fluoroscopy due to 
infiltration of the surrounding tissue. A car- 
cinoma will not improve under observation and 
conservative treatment, while the spasm of a 
constricting diverticulitis will often do so. 

Blood in the stool has been considered by 
many authors as an important diagnostic point in 
favor of carcinoma. Jones® considers it an in- 
dication for surgical exploration. Other au- 
thors, however, do not believe this an accurate 
criterion. Berk’ points out that only about 25 
per cent of patients with carcinoma of the sig- 
moid show blood in the stool. Arnheim‘ reports 
blood in the stools of five out of 16 patients 
with simple diverticulitis. In our small series of 
cases, the finding of blood in the stool has not 
been a valuable feature in distinguishing be- 
tween carcinoma and diverticulitis. 

Seventy-six of our cases had uncomplicated 
diverticulosis (Chart 2). Nine of these showed 
gross blood in the stool or gave a history of hav- 
ing observed rectal bleeding. In eight, or nearly 
all of these, a local cause was found in or near 
the anal canal, for example, hemorrhoids, cryp- 
titis or fissure. Of 24 cases with diverticulitis, 
ten had blood in the stool and of these only four 
had a discernible cause in the rectum for the 
bleeding, other than the diverticulitis. In six 
of the 24 cases of diverticulitis, then, we must 
assume that the bleeding resulted from ulceration 
at the site of the diverticulitis itself. 


The presence of blood in the stool in six of 
24 cases of diverticulitis without any other 
source of bleeding indicates that this finding is 
not so rare as is generally believed. One patient 
in this series has had repeated episodes of pro- 


Hemorrhoids, 
Cryptitis, 
Fissure, or 
Other Possible 
Sources of 
Bleeding 
Diverticulosis alone ... 76 
Diverticulitis 24 
Diverticulosis with 


++ 
+ 
25 per cent in our a 
series. Less according 4 a 
to others 
+ 
+ 
2. Spasm and edema ob- 9 
struct vision. 
5, Irregular demarcation 
nt. 
=. usually jntact. 
Defect may be long a 
May also be fixed ? 
May improve with Rx. 3 
a 
21 12 
Chart 1 Chart 2 of 
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fuse rectal hemorrhages for two years, each as- 
sociated with a flare-up of the inflammatory 
process in a diverticulum. After careful, repeated 
roentgenographic and sigmoidoscopic studies, we 
could find no evidence of carcinoma. She has re- 
cently had surgery because of impending perfo- 
ration, and the diagnosis of diverticulitis was 
confirmed. 
SUMMARY 


(1) Carcinoma of the colon in association 
with diverticulosis, though relatively rare, is of 
frequent enough occurrence to warrant caution 
on the part of the clinician, who is faced with 
an apparently simple case of obstructing di- 
verticulitis, 

(2) Two cases are reported where the diagno- 
sis was made preoperatively in a total of 102 
cases of diverticulosis. 


(3) The finding of blood in the stool is not 
a valuable differential diagnostic point between 
carcinoma and diverticulitis. 


Acknowledgment.—These patients were originally 
studied with the late Dr. P. B. Welch, to whom is due 
most of the credit for the actual study of the cases. 
Acknowledgment is also due to Dr. C. Larimore Perry, 
Dr. Ward White and Dr. Philipp Rezek for permission 
to study some of their data. 
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FRACTURES OF THE PELVIs+* 
STUDY OF END RESULTS 


By R. L. ANnperson, M. D., 
and 
H. M. Hits, Jr., M. D. 
Charleston, West Virginia 


There have been many papers written in the 
last twenty years about fractures of the pelvis, 
These fractures have become increasingly com. 
mon in the age of machinery. Usually some 
special type of treatment has been emphasized 
for a particular type of fracture of the pelvis 
or general principles of treatment have been 
laid down and discussed. 


It was in 1931 that the late lamented Guy 
Leadbetter read a paper before this section 
upon fractures of the pelvis. Again, in 1937 
Dr. Walter Carruthers read one before this As. 
sociation upon the same subject. These did not 
emphasize end results especially. Papers upon 
end results have included a series of 125 cases 
by Noland and Conwell in 1930, by Leydig and 
Key in 1939, who made a study of 184 cases, 
and Dickson’s study of 74 cases before this 
Association in 1938. 


Kessler has made estimates of permanent dis- 
ability following fractures of the pelvis in 81 
cases, published in his book, “Accidental In- 
juries.” 

Papers dealing only with end results of frac- 
tures of the pelvis have been relatively few. It 
was thought that a paper discussing only end 
results, and not emphasizing any particular 
method of treatment, might be of some interest. 

Some of the cases which will be discussed in 
this paper were treated by me, but many of 
them were industrial accident cases treated by 
a number of other physicians, many of them 
general practitioners. 

We have in West Virginia a large number 


*Read in Section on Orthopedic and Traumatic Surgery, Southem 
Medical Association, Fortieth Annual Meeting, Miami, Florida, 
November 4-7, 1946. 
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of industrial accidents, especially in the coal 
mines, fewer in the chemical and glass industries. 
The majority of my series are industrial acci- 
dent cases. Some of the others are liability, 
that is, insurance cases, and the remainder are 
private cases. 

Some of these cases go back as far as 1934, 
but most of them have occurred within the last 
five years. Time did’ not allow me to review 
all the cases found in my files. These cases, 
however, are not selected; but we reviewed the 
first 124 cases which were found. Complete 
data could be obtained in only 118 of these. We 
have tried particularly to give the results as 
found in different types of fractures of the 
pelvis, from an anatomical standpoint. We have 
used the classification found in Key and Con- 
well’s “Textbook on Fractures and Dislocations.” 
We are aware that there are others which can 
be used, and some feel that simpler classifica- 
tins, such as (1) cases without displacement, 
and (2) cases with displacement, are best in 
reviewing end results. 

We were concerned with the difference in mor- 
bidity, and the time lost from work. We were 
also interested in the end results in private 
cases on the one hand, and the industrial or 
compensation cases on the other hand. Many of 
the cases reviewed were sent to me by the West 
Virginia Compensation Department for disabil- 
ity rating, and that angle also is discussed. 


The question of sacro-iliac relaxation follow- 
ing fractures of the pelvis will also be discussed. 

We have estimated the partial permanent dis- 
ability in our series. We have followed Kessler’s 
book “Accidental Injuries,” using the following 
points in estimating the partial permanent dis- 
ability: “(1) pain, (2) difficulty in walking, 
which is due mostly to pain that causes a true 
limitation of motion, (3) restriction of hip 
motion, (4) shortening of the limb, (5) mus- 
cular atrophy of the thigh, and other complica- 
tions, for example, injuries to the urinary parts 
ad concomitant lesions of other bones. All 
tases must be estimated in terms of total dis- 
ability, that is, in terms of 100 per cent work- 
ing efficiency.” 


There was a large preponderance of males in 
our series, due to the fact that many were in- 
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dustrial cases (Table 1). There were 97 males 
and 27 females. As a usual thing, except in 
time of war, women do not engage in heavy in- 
dustry and for that reason do not have fractures 
of the pelvis commonly. 

The ages in this series varied from 3 to 73 
years of age. There were 6 cases under 12 
years of age. 

It is of some interest to know the average 
time spent in the hospital. In this series the 
average time spent in the hospital was 52.5 
days. The longest hospital stay by one patient 
was 240 days, and this case had a fracture of 
the hip as an associated injury. The longest 
hospital stay by any patient with uncomplicated 
fracture of the pelvis was 72 days. 

In our series of 118 cases, 73 were compensa- 
tion cases in which 54 were miners, 6 chemical 
workers, and the remainder isolated cases from 
other industries. Forty-four were private cases 
and 7 were liability, that is, insurance cases. 

The time lost from work following frac- 
tures of the pelvis is also of industrial interest 
(Table 2). It must be remembered then that 
many of these compensation cases were coal 
miners, and that it is much more difficult for a 
man to go back to work in a coal mine than it 
would be to go back to work as an office worker 


1. Bester 118 
2. Sex 
Female ——_ 27 
3. Classes of cases 
Compensation 
(Industrial) 67 
Insurance 7 
44 
4. Average days in hospital 52.5 
Table 1 
Private Insurance 


1. Time lost from work in 


months (average) 4.5 4.5 10.5 
2. Return to former work 
31 7 34 
(81 per (87 per (52 per 
cent) cent) cent) 
1 31 


Table 2 
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or in some light industry. We found that the 
time lost from work in the private cases which 
we analyzed was 41/5 months. The average 
time lost in the insurance cases was 41/2 
months, and the time lost in compensation cases 
averaged 10 months. Disregarding 4 of the 
compensation cases, which had an unusually 
long loss of time, the average of the compensa- 
tion cases was 8 months time lost from work 
following fracture of the pelvis. 


We are all interested in knowing whether or 
not our patients return to their former work. 
In the instances in which we were able to follow 
this, it was found that 31 of our private cases 
returned to their former work and 7 of them 
did not, or 81.5 per cent. In the insurance 
cases, 7 returned to their former work and one 
did not, that is, 87.5 per cent returned to their 
former work. In the compensation cases, 34 
returned to their former work in the mines and 
31 did not, or 52.3 per cent. There is a striking 
difference, of course, in these percentages. 
Seventy-two out of a total of 118 cases of frac- 
ture of the pelvis returned to work. 


Next we will discuss briefly the complications 
which are found in fractures of the pelvis (Table 
3). Most of us think of bladder injuries as 
being the prime consideration, and the first 
to eliminate, when we see patients with a frac- 
ture of the pelvis. There were 5 cases of actual 
laceration of the bladder in our series of 118 
cases. There were 12 other cases in which 
blood was found in the urine and in which we 
concluded that this was caused by contusion 
of the bladder. There were two other cases in 


COMPLICATIONS OF FRACTURES OF PELVIS 


Type Injury 


1. Bladder 
Lacerations 
Contusions 


Infections 
2. Urethra 

Lacerations 
3. Retroperitoneal hematoma — 
4. Nerve injury 
5. Shock 
6 
7 


. Injury pelvic vessels 
. Injury rectum 


April 1947 


which infection of the bladder lasted for g long 
period of time. There were four cases in which 
laceration of the uretha was found and two cages 
with severe retroperitoneal hematoma. 

There were three cases of larceration of the 
rectum which we considered to be a complica. 
tion and not an associated injury. There were 
two cases of nerve injury, affecting the sciatic 
nerve, which were permanent. There was g 
case of laceration of the iliac vessels which 
resulted ultimately in death. There was a case 
of actual nervous breakdown which followed 
a severe injury of the pelvis. There were eight 
cases in which shock was great enough to be 
come a complication. 

Fractures of the pelvis are caused often by 
severe trauma. We will naturally find many 
of these cases accompanied by injuries else. 
where, many of them fractures. It was found in 
our series of 118 cases that there were 69 other 
injuries in 33 patients, or 27.9 per cent. Some 
of these were multiple injuries in the same per. 
son, of course. Fractures lead the list. 


We will discuss briefly the mortality rate 
(Table 4). There were 6 deaths in our series 
of 118 cases, or 5 per cent. Leydig and Key 
had a rate of 7 4/5 per cent in their series, and 
Noland and Conwell 16 per cent. 


We will discuss briefly the causes of death, 
In 2 cases death was the result of shock 
and a laceration of the urethra. In the 
third case shock and retroperitoneal hematoma 
were found, and in the fourth case shock, re 
troperitoneal hematoma, and questionable rup- 
ture of the kidney were found. In the fifth case, 
death was the result of gangrene of the left leg 
due to damage of the iliac vessels. In the 
sixth case, death was the result of shock. and 
multiple injuries, including fracture of the pelvis. 


It is of some interest to note the ultimate 
complaints found in the 112 cases which sur- 
vived. Thirty-four complained of low back 
-pain without radiation. Seven complained of 
pain in the back of the leg without back pain. 
Seventeen complained of definite pelvic pain 
and 9 complained of pain definitely located 
the sacro-iliac joints. Four complained of stiff 
ness of the hips and 14 complained of pain i 
the hips. One complained of numbness of 


1 
2 
Cc 
2 
2 
D 
E 
1 
Table 3 
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the legs, 1 of bladder pain, and 2 of some 
shortness of the leg. 

We were particularly interested in the find- 
ings so far as relaxation of the sacro-iliac joints 
was concerned. The Chamberlain technic, in 
which a series of three x-rays are taken with 
the patient standing, first on both feet, or 
neutral position, then alternately on the right 
and left foot, and showing the relative change 
the position of the pelvis at the symphysis, 
was used to determine the sacro-iliac relaxation. 
This technic was used in 37 cases. Sacro-iliac 
relaxation was found in 10, or 27.7 per cent, of 
the cases x-rayed for this condition. 

In 22 of the cases there was definite evi- 


ASSOCIATED INJURIES 


A. Fractures 


1, Trunk 
Compression fractures spine 


Transverse processes 


ss 


= 


Lower Extremity 
Fracture neck femur. 


Intertrochanteric fracture 
Femur 
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dence of sacro-iliac arthritis, which we inter- 
preted as being traumatic arthritis. 


We attempted to analyze these cases also 
from the standpoint of the types of fracture 
found and the results from the various types 
of fractures (Table 5). The largest number 
includes fractures through both rami. There 
were 34 of these cases. The next largest series 
was that of fracture of a single ramus of the 
pubis or ischium, of which there were 15 cases. 
Next in order, strangely enough, was fracture 
through the acetabulum, of which there were 13 
cases. The next was severe multiple fractures 
of the pelvis. Other types were found in some- 
what smaller numbers. 


The time lost in months with each type of 
fracture is of some interest (Table 6). In 
fractures of a single ramus there was an average 
loss of 101/2 months. Strangely enough, the 
average was the same for the more complicated 
fractures of Malgaigne. 

Next we will discuss the ability to return 
to work. A high percentage of fractures of in- 
dividual bones without a break in the con- 
tinuity of the pelvic ring returned to work. 
Also, a high percentage of fractures through 
both rami returned to work, that is, 25 out of 
34. In separations or fractures near the 
symphysis we find a fall in the rate, that is, only 


aoe 


CLASSIFICATION OF FRACTURES OF PELVIS 


Humerus 4 
Ulna 1 
Both bones 2 
Clavicle 5 
Elbow 2 


3 


A. Fractures of individual bones without a break in the con- 
tinuity of pelvic ring. 


1. Fractures of the wing of the ilium 
2. Fractures of a single ramus of the pubis or ischium 
3. Fractures of the anterior superior spine of the ilium 
4. Fractures of the tuberosity of the ischium 
5. Fractures of the sacrum 
6. Fractures or dislocations of the coccyx 
B. Single breaks in the pelvic ring 
1. Fractures through both rami 
2. Separation at or fracture near the symphysis 
3. Separation at or fracture near the sacro-iliac joint 
C. Double breaks in the pelvic ring 
1. Double vertical fracture of Malgaigne 
2. Severe multiple fractures of the pelvis 
. Fractures of the acetabulum 


Table 5 


* 
4 
B. Traumatic amputation Ss 
C. Dislocations 
Table 4 
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5 out of 11. In fracture through the sacro- 
iliac joints there were only 7 out of 12 cases 
which returned to work. In double vertical 
fractures of Malgaigne it was found that there 
were 4 out of 9 cases, which is surprisingly good 
for this type of fracture. In severe multiple 
fractures we again find a drop: only 7 out of 
14 returned to work. In fractures through the 
acetabulum only 7 out of 13 were able to return 
to work. 


The complications to be found are next con- 
sidered (Table 7). There were 33 cases with 
complications out of a total of 118 cases, or 
27.9 per cent. In fractures through both rami, 
complications were present in 9, or 26.4 per 
cent. In separations or fractures near the 
symphysis, 5 cases, or 45 per cent, had compli- 
cations. This can easily be understood since 
the most common complication of fracture of 
the pelvis is injury to the bladder or urethra, 
and it is in these fractures through the symphysis 
that we are most likely to find bladder or 
urethral injuries. In vertical fractures of 
Malgaigne there was also a high rate, 3 cases, 
or 331/3 per cent. However, it was in the 
severe multiple fractures that we found the 
most frequent complications, that is, in 9 cases, 
or 64 per cent. 


RESULTS ACCORDING TO TYPES OF FRACTURE 


23 Return 
sx sé Former 
es Work 
Se Es Per 
Types No. | No. Cent 
A. Single bones 
§ 26 1.75 60 
2. Single ramus —......... 15 39 10.4 12 80 
3. Spine lium 0 
4. Tuberosity ischium ... 1 42 6.5 1 100 
51 24.0 1 50 
B. Single pelvic ring 
43 7.9 25 73 
2. Near symphysis —...... 11 46 5.7 5 45 
3. Near sacro-iliac joint. 12 38 7 7 58 
C. Double pelvic ring 
61 10.5 4 44 
38 5.2 7 50 
Sa 46 3.5 7 53 
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It is interesting to note briefly the f 
of abnormal sacro-iliac joint motion. In the 
cases of fracture through a single ramus of the 
pubis or ischium, 3 out of the 5 cases x-rayeq 
by the Chamberlain technic showed abnormal 
sacro-iliac joint motion. Apparently a fracture 
through a single ramus may often be accom. 
panied by a severe strain on the back of the 
pelvis ring, resulting later in abnormal motion 
of the sacro-iliac joint. In one case actual fy. 
sion of the sacro-iliac joint resulted. In the 
cases of fracture through both rami, 2 out of 
11 cases x-rayed showed abnormal joint mo 
tion. Two out of the 9 cases x-rayed in frac. 
tures near the symphysis had abnormal sacro- 
iliac joint motion. 

In one case there was actual fusion of the 
sacro-iliac joint, and in one case partial fusion, 
One case out of the 5 x-rayed which had frac. 
tures at or near the sacro-iliac joint had ab. 
normal motion resulting. One out of 3 cases 
of Malgaigne fracture, and 1 out of 3 of the 
severe fractures of the pelvis had abnormal sacro- 
iliac joint motion. 

We will next discuss the disability found in 
these cases (Table 8). In fractures of a single 
ramus of the pubis the average disability was 


ACCORDING TO TYPES OF FRACTURE 


Complications 
Types No. Per Cent SSas\rs 3 
A. Single Bones 
1. Wing ilium — 0 0 
2. Single ramus — ~~ 2 12 3 (1 fusion) 2 
3. Spine flium —....... 0 0 
4. Tuberosity ischium_. 0 25 
B. Single pelvic ring 
2. Near symphysis —_. 6 ie 2 (1 fusion) 4 
3. Near sacro-iliac joint 2 12 1 (1 fusion) 3 
C. Double pelvic ring 
1. Malgaigne —___.... 3 33 1 3 
2. Multiple rey. 50 1 1 
D. Acetabulum 30 
Total ae 27 10 2 


Table 6 


Table 7 
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ACCORDING TO TYPES OF FRACTURE 


Disability é 
Types Per Cent and No. Pg 8 
le bones 
ilium 0(5) o 
2. Single ramus 0(3)-5(4)-20(1)-SS(1) 11.4 0 
3. Spine ilium 0 
4. Tuberosity Ischium — 1(10) 10 0 
Si Pelvic Ring 
. Both rami 202 
2. Near symphysis 20(1)-30 


3. Near sacro-iliac joint 0(3)-5(1)-10(3)-S0(1) 10 0 
C. Double pelvic ring 


Malgaigne 0(3)-13(1)-25(1)-30(1) 

40(1) 1 
2. Multiple 0(S)-10(1)-25(1)-70(1) 11 4 

D. Acetabulum 0(5)- 


20(1)-1 1 


Table 8 


114 per cent. This differs little from the frac- 
tures of both rami in which the average perma- 
nent disability was 13.3 per cent. The highest 
average of disability was found in fractures near 
the symphysis, that is, 23 per cent. This was 
raised considerably by 1 case which was totally 
disabled. This case had a severe bladder in- 
jury as a complication. In fractures through 
the sacro-iliac joint, we did not find so high 
average of disability as was to be expected, only 
10.5 per cent. In fractures of Malgaigne the 
average was somewhat higher, 15.4 per cent. 
The severe multiple fractures had a surprisingly 
low percentage of disability, that is, 11.6 per 
cent. The fractures through the acetabulum had 
the highest disability rating next to the frac- 
tures through the symphysis. The disability 
rate here was 17.7 per cent. In the fractures 
through the acetabulum, 6 cases had disloca- 
tion of the head, 1 was a case of posterior sep- 
aration of the rim with dislocation, and 3 were 
fractures without displacement. 

The types of fractures resulting in death 
should be discussed briefly here. One death 
occurred among the 9 cases represented in the 
double vertical fractures of Malgaigne. However, 
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in the severe multiple fractures of the pelvis 
there were 4 deaths among 14 cases. In the 
fractures through the acetabulum there was 1 
death. 

In conclusion, we have attempted in this study 
of 118 cases to bring out the morbidity rates, 
the mortality rates, the percentage of disabil- 
ity, and indicate the amount of normal sacro- 
iliac joint motion resulting from pelvic injuries. 
It is hoped that this paper will be followed later 
by a larger series giving further information 
on this subject. 
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DISCUSSION (Abstract) 


Dr. Frank L. Fort, Jacksonville, Fla—The average 
fracture of the pelvis will knit and eventually the pa- 
tient will recover with very little disability. Almost a 
third of the cases just described had visceral injuries, 
injuries to the urinary system, the vessels or the nerves. 
It must be that the injuries of the coal miners are worse 
than those we see, resulting from automobile accidents, 
for example; because I am sure nothing like one-fourth 
of the pelvic fractures that I see have the visceral in- 
juries reported in this series. 

The associated injuries, fractures other than the frac- 
ture of the pelvis, compose about one out of three. 
That is unusually high, in my opinion, 

I think Dr. Anderson’s experience of the prolonged 
period of disability of the insurance cases or the in- 
dustrial cases is common to all of us. They are hardest 
to get back on the job. 

We all have a certain number of severe injuries that 
die from shock, hemorrhage, or other injuries rather 
promptly. Patients with injuries to the bladder and 
urethra who ultimately die of urinary infection often 
could be saved if we called in the urologist promptly, 
not after extravasation of the urine, with abscess for- 
mation. 

The treatment of the fractures was by a group of 
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men, and there was no mention of method. Dr. An- 
derson’s percentage of disability of the fractures in- 
volving the acetabulum is very good. The roughness 
of the weight-bearing joint, such as the hip, is almost 
impossible to restore to normal in the majority of cases. 


The Malgaigne type of severe fracture, where one- 
half of the pelvis, including the leg, is displaced upward, 
is a severe type of injury. I have had only a few of 
those. Dr. Anderson reported nine. I can recall only 
three in my practice. Two of those we were able to 
pull down very satisfactorily with the Anderson well- 
leg splint. The Anderson well-leg splint pulls the 
head of the femur out of the fracture of the acetabulum 
very satisfactorily; also by pulling in line with the neck 
of the femur. 


The hospital stay in the treatment of these cases 
seems unusually long to me. I would consider fifty- 
two days average for fractures of the pelvis, which I 
have encountered, unusually long. My inclination, as 
time goes by, is to do less and less in the way of treat- 
ment of the average fractured pelvis. (I am not talking 
now about the complications.) They need very little 
treatment. Let them lie in bed and leave them alone. 
Sometimes we apply pelvic belts or non-elastic surgical 
corsets. That is particularly true in cases where there 
is damage or separation of the symphasis pubic. Fre- 
quently they do have sacro-iliac injuries or pain in the 
region of the sacro-iliac joint. The only treatment in- 
dicated, in bed or after they are out, is usually a non- 
elastic pelvic belt of some type. 


The percentage of disability, in my opinion, is higher 
than it should be; for the simple fractures, at least. 


Dr. F. Walter Carruthers, Little Rock, Ark.—I re- 
ported before the Southern Medical Association a few 
years ago upon the treatment of some 34 cases. At that 
time I did not make a statistical study but gave an over- 
all report upon the results of a type of treatment that I 
had been using. In December, 1940, I presented before 
the New York Academy of Medicine a more detailed 
and complete report based upon the study of 42 cases 
in which I had used what I choose to term a turn-buckle 
treatment. 

In evaluating the over-all treatment I would like to 
call your attention to the anatomical make-up of the 
pelvis, that is, the difference anatomically of the male 
and the female pelvis. I have been very much interested 
in bringing out the difference in the over-all end results 
that one might be able to obtain in a male pelvis versus 
that of the female pelvis and the importance of the 
anatomical restoration of the female pelvis particularly 
with reference to the requirements of the female pelvis 
in childbirth. 

It has been said by essayists on the floor of this as- 
sembly in times past that it does not matter how 
fractures of the pelvis are treated; they all get well. 
It is a statement with which I do not agree. 
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ABORTIONS TREATED CON. 
SERVATIVELY* 
A 12-YEAR STUDY COVERING 3,739 CASES 


By P. B. Russet, Jr., M.D., F.A.CS. 
Memphis, Tennessee 


Abortions have been a problem since man’s 
origin, and the therapy varies. The Arab has 
used camel’s dung as a vaginal pack for cen. 
turies. Some physicians in this enlightened age 
of medical science continue to regard the uterus 
lightly. Neither time nor space permits a dis. 
cussion of all phases of treatment for abortions 
by medicine or surgery. This article will not 
include the etiology, preventive measures for 
abortion, or the indications for therapeutic 
abortion. 


It would be impossible to catalog all of the 
minor operations performed for abscesses, per- 
ineal accidents, biopsies and the many other 
complications encountered on a large service 
over a period of 12 years. Attention will be di- 
rected to the subject of the conservative treat- 
ment of abortion, from the moment part or 
all of the products of conception have been 
expelled via the vaginal canal. 


A patient who “signs out” of the hospital 
here is permitted to return, because the John 
Gaston Hospital is a public institution of the 
City of Memphis. Patients re-admitted for 
the same abortion were counted as one case. 


For comparison, the 12-year study has been 
divided into three groups. The original 707 
cases from 1933 through 1935 are represented 
by Group A (1); the years from 1936 through 
1939 with 1,270 cases or Group B will show an 
interesting parallel between these two groups; 
and a delineation from Group A and B will be 
recognized in Group C, which contains 1,762 
cases from 1940 through 1944. The last group 
represents a departure from the conservatism 
of the previous years. 


*Read in the Section on Obstetrics, Southern Medical Associa- 
tion, Fortieth Annual Meeting, Miami, Florida, November +7, 
1946. 
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TYPES OF ABORTION (Table 1) 


Criminal abortions seem to increase in num- 
ber as the years pass. The methods of self- 
instrumentation have not changed but the per- 
centage of confessed attempts has decreased in 
our group. The percentage of criminal abor- 
tions in Group A was found to be 17; this 
dropped to 13 per cent for Group B, which 
had almost twice the total number of cases; and 
Group C contained 500 more cases than did 
Group B but the per cent decreased to 3. 
The 342 criminal abortions were calculated to 
be 9.1 per cent of the 3,739 cases. This figure 
was almost one-tenth of the total 3,365 women 
who had a spontaneous onset and more than 
10 times the total for the 32 therapeutic 
abortions. 


Records of the Vital Statistics Department of 
the City of Memphis show there have been 
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more pregnancies for any given year since 1933, 
but the number of criminal attempts would 
seem to be on the decline. The better economic 
conditions during the war must have permitted 
more individuals to seek the services of an 
abortionist. Self-instrumentation was twice as 
great in 1933 as compared with the entire 
series through 1944, which showed the 159 
self-instrumentation abortions to be little more 
than the 127 induced by others. The 56 medi- 
cal inductions represented a decided decrease 
in ratio. 


The methods have changed little, and the 
ratio of the white to the negro women has 
remained about the same. A woman returned 
for treatment after her nineteenth criminal 
abortion, five of which had been self-induced 
with a catheter. Not all were so adept and 


the number of deaths occurring among the 


TYPES OF ABORTION 


Group B 
A... 


Group C 


1937 


1938 


~ 
1939 1941 1942 1943 1944 Fetal 
323 350 338 283 3365 
6 
7 
363 293 
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Group A 
Per 
1933 1934 1935 19336 Cent 
Spontaneous «185199 204246314209 90.0 
39 41 32 40 36 9.1 
1 Therapeutic... 1 3 1 4 3 0 0.9 ay. 
Criminal Methods 
aa 6 9 1 10 5 9 5 0 2 1 3 56 og 
Instrumentation... 29 33 32 31 30 6 9 6 5 286 
d ie » 2 2 4 3 2 1 0 0 0 0 0 c ~ 
Pack 0 0 2 2 1 0 1 1 0 2 0 0 : is 
- 0 3 3 0 0 5 2 1 1 0 
Instrument 8 6 8 13 8 8616 3 3 2 
d Se 5 2 il 4 10 12 2 1 1 1 1 om 
D 2 0 2 0 0 0 0 0 0 
n Instrument 15 12 19 4 9 11 17 9 1 2 1 2 : 
Catheter 0 0 0 0 0 1 1 0 0 0 0 
0 0 0 0 0 0 0 0 0 
Instrument 4 0 0 = 0 0 0 0 0 0 
Table 1 


316 SOUTHERN MEDICAL JOURNAL 


criminal cases increased over 50 per cent dur- 
ing the later years. The decrease to 3 per cent 
for the period from 1940 through 1944 would 
suggest that fewer patients admitted criminal 
invasion of the uterus, but this could have re- 
sulted from an unreliable history in many in- 
stances. A history of admission might be de- 
layed many days, and it was imperative to 
practice non-intervention in order to minimize the 
dissemination of infection. 


CLASSIFICATION OF ABORTION (Table 2) 


Fever on admission was not indicative of 
the presence of a virulent organism. This could 
result from the absorption of degenerating tis- 
sues within the uterus, or could be an exacer- 
bation of an old chronic infection in the sal- 
pinx. The opposite condition would be a case 
in which spore-forming bacilli lie dormant and 
cause a high fever later, with a typical septic 
course. In a case which is considered “clean” 
by all the standards, B. welchii, or another 
virulent organism might be introduced into the 
uterine cavity from the vagina” Those who 
invade the uterus routinely should consider the 
fact that neither trauma nor the dissemina- 
tion of infection can be prevented by the ma- 
nipulat ons required to curette the uterine cavity. 
The presence of fever on admission did not 
alter the rules for conservative treatment. 


STATISTICS (Table 3) 


More than half of the 3,739 cases have been 
abstracted. There was a ratio of one abor- 
tion to 9.5 deliveries from 1933 through 1935; 


CLASSIFICATION OF ABORTIONS 


(1) Spontaneous, onset without apparent cause. 
(2) Criminal, history of abortifacient, or, instrumentation. 


(3) Complete, history of pregnancy with passage of products 
of conception. Little or no uterine activity. 


(4) Incomplete, definite history of pregnancy with passage of 
some part of the products of conception. 


(5) Febrile, temperature of 100.4 degrees and over on two or 
more days after first 24 hours, with or without active signs of 
infection. Isolate these patients. About one-fourth of the total 
will be in this group. 


(6) Afebrile, no fever or active signs of infection on admission, 
or during their convalescence. About 75 per cent in this group. 


(7) Sepsis. history of abortion with some time elapsed before 
admission to the hospital. The vaginal examination should be 
limited to introduction of a speculum for smears, etc. 
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there was one abortion to 8.6 deliveries for the 
years from 1936 through 1939; and the rely. 
tionships again are demonstrated in Table 3, 
The response to therapy was not affected by 
race, parity, or gestation. There were almost 
twice as many negro patients. The nop. 
clinic patients were more than three times the 
number of the clinic patients and were near 
the same proportion. Syphilis could not have 
been a great factor in the etiology of abortions, 
because there was a relatively small percentage 
of luetic women and many of those were up. 
der treatment. The anemias might have been 
a causative factor but this is questionable, be. 
cause the anemia could have resulted from the 
abortion itself. Hormonal imbalance, the gen. 
eral physical condition, and the chores of the 
women are believed to cause the greatest num- 
ber of spontaneous abortions, 

A very interesting fact was observed when 
the different percentages for the 1,977 cases 
from 1933 through 1939 compared favorably 


STATISTICS OF DFLIVFRIFS AND ABORTIONS 
John Gaston Hospital 


Group A 
(1933-1935) 
Tota’? number of deliveries 
(1933-1939) 17,069 89.6 90.4 
Total number of abortions 
(1933-1939) 1.977 10.4 9.6 
Total cases 19,046 
1,977 Abortions in Relation to: 
Rare 
White 737 37.3 36 
Negro 1,240 62.7 4 
Clinic 487 24.6 18 
Nonclinic 1,490 75.4 82 
Parity 
mipara 505 25.5 6 
Multipara 1,472 74.8 4 
Gestation 
First trimester 1,154 58.4 58 
41.6 42 
Kahn and Kline tests ‘ 
Positive 344 174 20 
Negative 1,218 61.6 0 
Not reported 415 21.0 20 
Anemia (3,500,000 and less) 
Yes 853 43.2 vu 
No 995 50.3 60 
Not reported 129 6.5 9 


Table 2 
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with the 707 cases reported previously.1 These 
varied as little as 0.5 per cent in the parity 
and trimesters of gestation, with less than 2 

cent for the races. Positive serological 

is tests decreased by 2.6 per cent. There 
was a 6.6 per cent increase in the number of clinic 
patients. A 12.2 per cent increase in the number 
ofanemias, which were considered on the same 
basis as the first report for better comparison.’ 
The above findings could be applied to the 
remaining 1,762 cases encountered from 1940 
through 1944, with reasonable assurance that 
the percentages would vary an insignificant 
degree. There was not a case of missed abor- 
tion in the series of 3,739 cases. One such 
case was treated by injections recently with 
15 mg. of a synthetic estrogenic substance 
three times daily, and the patient completed the 
abortion without an invasion of the uterine 
cavity. 


TREATMENT (Table 4) 


In 1933, we were diffident about the results 
upon instituting a conservative regime, but the 
management of retained placentas had been 
no great problem in the last trimester of preg- 


nancy and the basic principles were applied to 
abortions. The results proved there was no 
reason to change from the conservative plan 


TREATMENT 


(1) Prepare vulva with sterile soap, shave and use perineal 
douche of 1-1000 mercuric cyanide solution. Introduce vaginal 
speculum under aseptic conditions and remove material protrud- 
ing, but do not explore past the internal cervical os. Give 0.5 
¢. ¢. of posterior pituitary solution intramuscularly upon ad- 
mission if complete, or, incomplete. Omit for threatened cases. 


(2) In febrile, or, suspected criminal cases. Cervical smears 
and culture materials, for aerobic and anaerobic organisms from 
Uterine cervical canal. Do not invade over % inch internal to 


(3) Give plasma on admission if needed. Daily transfusions 
may be given to combat infections. The Rh factor of bloods 
for transfusion should be considered. 


(4) Elevate entire head of bed about one-half foot for postural 
have patient turn on abdomen for one hour twice 


g, complete or incom- 
itocin, ergotrate, or obstetrical 


(6) Persistent hemorrhage may necessitate the use of a 
as a curette or for packing only. 


Table 4 


RUSSELL: ABORTIONS TREATED CONSERVATIVELY 


317 


of treatment. The purpose of the medical treat- 
ment was to minimize the extra-uterine infec- 
tions and it was folly to delay, because this 
was found to be more dangerous than the pres- 
ence of an infection within the uterine cavity. 
Once there was evidence of the infection be- 
coming generalized, all efforts were directed to- 
ward increasing the patient’s resistance, be- 
cause the prognosis became grave. 


Many of the 1,333 or 35.6 per cent of the 
total cases of complete abortion had ceased to 
have uterine cramps with slight bleeding and 
needed little treatment. Some required oxytocics. 
The second trimester patients, who were in- 
complete, received the same treatment as those 
of the first trimester. We found that the more 
mature placenta presented no greater problem 
under the conservative regimen than did the im- 
mature. 


One must not forget that the uterus tries to 
expel the separated products of conception. 
These become foreign bodies and acidosis will 
be present.in some cases as the result of poor 
nourishment or infection, which cause an ac- 
celeration of the catabolic processes. Often 
acidosis is overlooked and to administer an in- 
halation anesthesia will endanger the patient’s 
life* A positive acetone or diacetic acid test 
in the urine demands immediate treatment with 
Hartmann or Ringer’s lactate solution intra- 
venously. Most of the retained placentas fol- 
lowing abortions, or labor are held captive 
within the uterine cavity by ring formations 
and these are the direct result of an acidotic 
condition. The oxytocics cause the retained prod- 
ucts to be expelled with little difficulty when 
rings are not present, regardless of the tri- 
mester. At times, it may be necessary to inject 
1 c.c. of an oxytocic solution every hour for 
several doses. It should be given in the del- 
toid muscle. The failures have been few, as 
exemplified by only 35 instances in 2,406 
cases of incomplete abortion. 

OPERATIONS (Table 5) 


The indications and the most propitious time 
for operation have been a moot question from 
the Stone Age no doubt. By necessity, every 
hospital has a certain percentage of exploratory 
abdominal operations because of man’s anatomy, 


7 
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3 doses and follow with grains 1-320 tablet of ergotrate per mouth oe 
every 4 hours for 6 doses. Same treatment for endometzitis. ae a 
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rather than lack of humility. The author has 
confined the discussion to the subject at hand, 
namely the operation and its indications in 
abortions, via the vaginal canal. The experi- 
enced operator may be able to remove the 
separated products of conception from the 
lower uterine segment with little harm, but 
sometimes even the expert will perforate a 
uterus. 

Eighty-three per cent of the total operations 
in the series consisted of dilatation and curet- 
tage with packing. Group A contained 18 op- 
erations on 707 cases.' In Group B there was 
a total of 76 procedures for 1,270 cases; the 
most occurred in 1939 when an impotent oxytocic 
solution failed. There were 108 patients op- 
erated upon during the period from 1940 
through 1944 (Group C), which represented more 
than half the total operations. The worst year 
was 1942 when it seemed as if dilatation and 
curettage with packing were the specific cure 
for abortion. However, statistics have proved 
the value of the conservative regime. 


It seems that some of the attendant and 
resident staff were too zealous or impatient, be- 
cause 46 of the 150 patients received no oxytocics 
before being called to operation. Another 44 
received a very sporadic type of medication, in- 
sufficient in amount to give the desired re- 
sults. Thirty-five cases were classified as 
oxytocic failures and were brought to opera- 
tion because of retained tissues, or persistent 
bleeding. It was our misfortune to receive a 
shipment of posterior pituitary solution which 


OPERATIONS 
202 PATIENTS OPERATED IN 3,739 
(1933 through 1944 inclusive) 


2 3 
a =| 3] el 
Spontaneous -_... 135 1 11 0 3 0 0 1:50 71.8 
Therapeutic .... 11 0 1 10 0 1 9 32 1383 


initiated poor uterine contractions when given 
in the deltoid muscle. An injection was re. 
peated with 2 c.c. of the impotent solution jp 
one hour, but there were some failures. Qpe 
c.c. of a standard product will suffice, Of 
the remaining 25 cases, it was determined that 
a dilatation and curettage with packing had 
been performed in 18 cases of complete abor. 
tion. Seven patients in the series had two, or 
more dilatations and curettages with packing, 


A therapeutic abortion was executed after a 
careful study of the patient, and a medical con- 
sultant had concurred with our opinions. Pa- 
tients included in this group presented an array 
of diseases, which included carcinoma in two 
cases (one cervix and one thyroid), pneumonias, 
marked sickle-cell anemia, severe malignant or 
estivo-autumnal malaria, advanced tuberculosis 
and numerous other complications. Eleven of 
these pregnancies were interrupted by dilatation 
and curettage with packing, and 10 were in- 
duced with Vorhees’ bags. Russell’s* technic of 
tubal ligation was performed on some patients 
after they had expelled the placenta, the first 
being in 1933. 

There are men who advocate a digital dilata- 
tion and curettage. This subject should be 
deleted from the textbooks, because it is rather 
difficult to reach more than three centimeters 
past the internal os, when stripping the mem- 
branes in an attempt to induce labor. Some 
textbooks say that it is better to introduce 
two fingers in order to peel the ovum, but a 
sponge stick will do a better job, if the cervix 
is dilated as much as two centimeters. There 
were two digital dilatations and curettages with 
packing among the operations. 

Five patients required a manual removal of 
the placenta, because four were near exsanguina- 
tion, and one was reported to have a placenta 
accreta. It was necesary to use packing for 
14 patients due to blood loss, or persistent 
bleeding associated with retained secundines. 


Abdominal hysterotomy was the choice of 
operation in 8 patients, with tubal ligation in 
most of these. A vaginal hysterotomy was pef- 
formed. This may seem unusual to some. The 
tubal ligation is as much indicated as hys 
terotomy. A vaginal hysterectomy was pet- 


sBBSESS 
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formed upon a patient having a chorionepithe- comprising Group B average 44/5 days; and 


lioma with lung metastasis. 
COMPARATIVE ANALYSIS (Table 6) 

Hospitalization and morbidity have been 
stressed by many as the indications for routine 
operative procedures to empty the uterus. An 
analysis was compiled to show the comparatively 
low averages for the obstetric service. Com- 
parison of the average hospital days was dis- 
appointing. In the years 1933 through 1935 
(Group A), hospital days were only 7. Group 
B (1936 through 1939) averaged 17 days, though 
it contained almost twice the number of cases. 
The combined totals averaged 10 2/3 days for 
these 1,977 cases, which included all cases com- 
plicated by pneumonia, or other conditions. A 
patient was hospitalized 62 days and fifty-one 
patients averaged 9 days due to complications. 
The average days of morbidity were 2 11/12 
days for the 161 febrile cases of complete and 
incomplete abortions in Group A; the 329 cases 


the average for the 490 cases from 1933 through 
1939 was 41/2 days. The patients with an 
incomplete abortion had 1 1/5 less febrile days 
than the complete abortion cases. 


The average hours for the incomplete abor- 
tion cases to empty the uterus increased by al- 
most 17, in comparison with Group A.1 The 
average of 291/4 hours for the 1,286 cases 
from 1933 through 1939 was unimpressive. The 
delay was due more to an impotent solution 
of oxytocic and to indifferent therapy than it 
was to the treatment as outlined previously 
(Table 4). 


The reduction in the febrile averages was 
quite a surprise when the fact presented itself 
in the compilation of the analysis. This speaks 
for conservatism without further comment, other 
than that there were twice the number of in- 
complete febrile patients, and only 37 opera- 
tions of all types. The definite need for a plan 
of treatment in order to decrease the number of 


COMPARATIVE ANALYSIS 
John Gaston Hospital 


Group A Group B 
Totals Totals Combined Per Cent 
Complete Incomplete 1933-1935 1936-1939 Totals and 

Onset Afebrile Febrile —Afebrile Febrile (707) (1270) (1977) Averages 

Spontaneous Ea 442 119 881 238 588 1092 1680 85.0 

Criminal 68 51 88 7 114 170 284 14.2 

Therapeutic __. 8 3 0 2 5 8 13 0.8 
Hospital days 10-8 15 7-1/2 14 7 17 10-2/3 
Morbidity in days. 0 4-2/5 0 3-1/5 2-11/12 4-4/5 4-1/2 
Hours to empty uterus ec 0 17 32-1/5 12-1/2 29-1/4 20-3/5 


| 

Treatment in 

OE Ee 90 182 194 148 353 501 25.3 4 
Conservative $09 169 921 284 689 1194 1883 95.2 a 
eT 4 48 33 18 16 94 48 a 
Results 

+» 161 966 308 701 1244 1945 98.4 hy 
a 12 3 9 6 26 32 1.6 % 
Table 6 
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deaths caused by abortions, supersedes all dis- 
cussion of morbidity and hopitalization. 

Transfusions were given 501 times. This 
was not a large number if we consider the 
array of complications which occurred in the 
1,977 patients. The immediate administration 
of plasma and blood saved a number of patients 
from exsanguination, as well as fortifying the 
recipients against infections. Many times a 
patient was a castaway of her family and donors 
were difficult to find always. Of course, some 
feared questioning and this prompted them to 
make a hasty exit from the hospital. The 
cases of anemia received a proportionate share 
of the total transfusions (Table 3). 


The question may be raised about the ratio 
of ectopic pregnancies to the abortions en- 
countered, although these were not included 
in the series. There were 19, or 1 in every 
145 abortions from 1937 through 1944, with 
1 primary ovarian pregnancy reported by this 
author.® 

Some textbooks state that the ratio of hydat- 
idiform moles is 1 to each 2,500 pregnancies and 
the incidence of chorionepithelioma is not 
known, but advise a dilatation and curettage 
with packing for abortions. The total number 
of births and abortions were 36,287 for the 
John Gaston Hospital from 1933 through 1944, 
and 14 hydatidiform moles were reported, a 
ratio of 1 to 2,592. There were 3,827 dilata- 
tions and curettages with packing and hysterec- 
tomies, exclusive of those included in this report. 
Only one case of chorionepithelioma was en- 
countered, or an incidence of 1 in 40,114 cases 
for the hospital. 

No estimate could be made of the total num- 
ber of pregnancies in the city of Memphis 
from 1940 to 1944, but there were 41,986 births 
and 26 cases of hydatidiform moles reported. 
This gave a ratio of 1 to 2,062 when the births, 
dilatations and curettages with packing and 
hysterectomies were totaled for all of the hos- 
pitals.* No chorionepitheliomas were reported 
from 1940 through 1944, which increased the 
incidence to 1 in 113,238 cases. Some have re- 


—— 


*These —— were obtained from the John Gaston, Methodist, 
St. Joseph, Gartly-Ramsay and Baptist Hospitals. "Also, those 
> the Calis Chapel and Jane Terrel Hospitals for Negroes were 
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ported that the frequency is no greater folloy. 
ing abortions than after full term deliveries, No 
physician performes a routine dilatation ang 
curettage with packing after each delivery, 


An analysis of the 51 deaths (Table 7 or 13 
per cent which occurred among the 3,739 cases 
during the 12 years represented a m 
ratio of almost 1 to every 73 patients. Almost 
half of the total was attributable directly to q 
criminal abortion. These accounted for 23 
deaths. 


There were those for whom no heroic effort, 
could save a life and 19 expired after a short 
stay in the hospital, less than 48 hours (Group 
1). 

Patients admitted from one to eight weeks 
after onset were classified as late sepsis and 12 
deaths occurred among these (Group 2). 

The third group, which included 20 deaths, 
represented those admitted within six days from 
onset. These were of the type which is within 
the realm of the subject under discussion. Six 
could be classified as hospital accidents, and two 
resulted from questionable surgical judgment 
(Cases 1 through 8). The infection had become 
generalized with peritonitis in the ten cases 
with an asterisk. The appendix had ruptured in 
three and the treatment could be supportive 
only. Perhaps one death reflected the method 
of treatment, for emptying the uterus was re- 
sponsible (Case 1, Group 3). A patient expired 
from exsanguination shortly after a complete 
abortion because of inadequate treatment with 
oxytocics. Two patients expired from anaph- 
ylaxis due to transfusions. One of these oc- 
cured during the early days of the blood bank, 
which was established in April, 1938. 

No doubt some of the mortality of this series 
could be reduced even more at the present time 
because penicillin, streptomycin and better sul- 
fonamides have become available. 

Unfortunately, there is no law in Tennessee 
requiring an autopsy. There were 7 autopsies 
in the series, but the total has reached 70 per 
cent for the hospital during the past few months. 


SUMMARY 


The question of abortions remains a paradox. 
Certainly, this report has proved that conser- 
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is not outmoded. There was an op- 
gative incidence of only 5.4 per cent in 3,739 
cases. There were 32 hospital deaths in 12 

regardless of the complications associated 
with the abortion. The textbooks should be 
revised and proper emphasis placed upon the 
importance of abortion, because the number 
continue to increase. Economic distress and 


RUSSELL: ABORTIONS TREATED CONSERVATIVELY 32! 


the attempt to hide an unwanted pregnancy re- 
main the same problems, and these are re- 
sponsible for the delay in hospitalization usually. 
The administration of 1 c. c. of oxytocic solution 
has caused no death, once the fetus has passed, 
and the conservative treatment remains the 
safest method for completing an abortion. 


Group 1. Cases not associated with hospitalization (19). 

(1) Criminal; instrument; self; complete; sepsis and ex- 
sanguination; died in 15 hours. 

(2) Criminal ; instrument; * complete; shock and exsanguina- 
tion; died in 2 hours. 

(3) Spontaneous; incomplete; pneumonia; expired in 40 hours. 

(4) Criminal ; instrument; doctor; complete 16 days; peri- 
tonitis; died in 9 hours. 

(5) Spontaneous; incomplete 8 days; exsangination and pneu- 
monia; expired in 8 hours. 

(6) Spontaneous; complete’ 20 hours; exsanguination; no 
donors; died in 14 hours. 

(7) Spontaneous; incomplete 26 ame completed 30 minutes 
aiter admission; exsanguination; died in 2% hours. 

(8) Spontaneous; incomplete; onset 5 days before; sepsis; 
meningitis; died in 36 hours. 

(9) Criminal; instrument; complete 8 days; peritonitis; died 
ia 18 hours. 

(10) Coma; no history; incomplete; 1,500,000 red blood cells; 
transfused; no oxytocics; died in 12 hours. 

(11) Criminal; poor history; incomplete 4 days; positive B. 
welchii and streptococcus smears and cultures; died in 23 hours. 

(12) Incomplete; coma; exsanguination; died in 2 hours while 
being transfused. 


(13) Spontaneous; complete 8 days; peritonitis; septicemia; 
Ged in 46 hours. Probably criminal. 


(14) Spontaneous; incomplete 4 days; completed after 14 
hours in hospital; septicemia; died in 29 hours. 


(15) Spontaneous; complete 8 days; peritonitis; streptococcus 
septicemia; died in 30 hours. Probably criminal. 


(16) Spontaneous; incomplete, “examination” by doctor 7 
days before admission; septicemia of B. welchii and streptococcus; 
died in 28 hours; probably criminal. 


one Postabortal; complete; estivo-autumnal malaria; died in 
mg Criminal; complete 3 weeks; exsanguination; died in 5 


(19) Criminal; complete; peritonitis; died in 16 hours. 


Group 2. Admitted 1 to 8 weeks after onset (12). 


(1) Criminal; complete 3 weeks; peritonitis; died fifteenth day. 

(2) Criminal; complete 19 days; pelvic oO 
blood culture positive streptococcus; died fourteenth da: 

(3) Spontaneous; complete 8 weeks; dilatation and ten 
thrombophlebitis; died fourteenth day. ge 

(4) Spontaneous; complete 25 days; 1,800,000 red blood cells; 
paeumonia; prolapse uteri; died forty-fifth day. 

(5) Criminal; complete 22 days; peritonitis; died twelfth day. 

(6) Criminal; complete 12 days; positive B. welchii and strep- 


tococcus hemolytic smears and cultures; pneumonia; uremia; 
died sixteenth day. 


(7) Spontaneous; complete 2 weeks; purulent otitis media with 
brain abscesses; died ninth day. 


(8) Criminal; incomplete 21 days; streptococcus putridus sep- 
ticemia; died fifteenth day. 

(9) Spontaneous; a oe 9 days; 1,980.000 red blood cells; 
+3 blood cultures positive hemolytic streptococcus; died fourteenth 


(10) Criminal; instrument by doctor; complete 8 days; peri- 
tonitis; pneumonia; died third day. 

(11) Criminal; instrument; self; completed 9 days; peritonitis; 
died fifth day. 

(12) Spontaneous; incomplete 2 weeks; vaginal hysterectomy; 
died 7 que after admission. 


Group 3. Admitted within 6 days after onset (20). 


(1) Criminal; aborted and placenta retained 18 hours; dilata- 
tion, curettage and packing; died on eighth day with uremia 
and anuria. 

(2) Spontaneous; incomplete 7 hours; died after 10 c. c. of 
transfusion on seventh 

(3) Spontaneous; complete 50 hours; 870,000 red blood cells; 
packs, transfusions but died on eighth day with exsanguination. 

(4) Criminal; incomplete 18 hours; neoarsphenamine 2 d-ys 
before; Herxheimer reaction; bag induction; pnew : 
third day. 

(5) Spontaneous; threatened; completed on third day; exsang- 
uination from insufficient therapy; died fourth day. 

(6) Spontaneous; incomplete % hour; icterus index 250; 
anaphylaxis after Sense; uremia; died on fourth day. 

(7*) Spont: leted after exploratory laparotomy; 
peritonitis; died twenty-ninth day. 

(8*) Criminal attempt; completed 23 hours; onset 3 days be- 
fore; exploratory laparotomy on fourth day; liver abscesses; peri- 
tonitis; died twenty-eighth day. 

(9*) Spontaneous; incomplete 2 hours; peritonitis; strep- 
tococcus septicemia; died ninth day. 

(10*) Spontaneous; incomplete 100 hours; ruptured appendix; 
peritonitis; died eleventh day. 

(11*) Criminal; incomplete 2 days; completed in 10 hours; 
peritonitis; died ninth day. 

(12*) Criminal; complete 4 days; septicemia anaerobic strep- 
tococcus; peritonitis; died fourth day. 

(13*) Criminal; complete 3 days; peritonitis; died tenth day. 

(14*) Spontaneous; inco ag 14 hours; ruptured appendix; 
peritonitis; died nineteenth 

(15*) Spontaneous; ‘siemens completed fifth day; ruptured 
appendix; peritonitis; died fifteenth day. 

(16*) Criminal; self; instrument; complete; monia ; 
tonitis; died third day. 

(17) Spemaaneown; incomplete; onset threatened 3 days; uremia; 
died 51 hours. 

(18) Spontaneous; complete; 2,000,000 red blood cells; blood 
and uterine cultures positive streptococcus hemolytic and 
Schottmuller; died seventh day. 

(19) Spontaneous; threatened and aborted nineteenth day; 
miliary tuberculosis; pyelitis; died twenty-second day. 

(20). Spontaneous; completed in 40 hours; icterus index 200; 
, uterine cultures streptococcus hemolytic; died four- 


“Generalized infection with peritonitis. 
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Why not do a dilatation and curettage with 
packing after each delivery? Yet, there are 
those who advocate dilatation and curettage with 
packing for abortions, although the placenta is 
far less cohesive with the uterine wall. Chorion- 
epitheliomas and hydatidiform moles occur just 
as frequently following full term deliveries as 
after abortions. A 20-year old, gravida one 
Negress was the only case of chorionepithelioma 
to be reported in 113,238 cases. 


The uterus will expel the immature placenta 
with less expenditure of energy after dilatation 
has occurred. The hours which elapse from the 
onset of an inevitable abortion until its com- 
pletion involve the same physiologic laws as 
premature or full term labors. A patient was 
operated upon by dilatation and curettage with 
packing, after one ampule of pituitrin every 
four hours for three doses had failed, and she 
was operated upon again on the seventeenth 
day. Operative procedures should be a re- 
course when conservative treatment fails, or 
to prevent an alarming hemorrhage only. In 
1936, Dr. DeLee remarked that it is difficult 
to conceive of a man believing himself so ex- 
pert as to be able to “clean” the uterine cavity 
with a curet, while fishing through a keyhole 


so to speak. 


Delayed hospitalization resulted in a high 
mortality rate and immediate effective therapy 
must be emphasized, because of the low death 
rate associated with early treatment. The op- 
erative incidence of 5.4 per cent was all in- 
clusive for 202 patients in the 3,739 cases. 
There were 161 of these operated upon by 
dilatation and curettage with packing. How- 
ever, 90 of these received no treatment, or an 
inadequate conservative therapy before being 
operated upon. 


Control of infection was our greatest bar- 
rier. Peritonitis took its toll, and there must 
have been more criminal abortions than the 
total confessions. Cases with an endometritis 
were better risks when treated conservatively, 
due to the danger of disseminating the infection 
within the uterus, or perforating a friable uterine 
wall. Smears and cultures should be routine 
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in patients suspected of criminal induction, j, 
cases having positive smears and cultures fg, 
spore-forming bacilli the linens and ji 

must be autoclaved by the fractional sterijiza. 
tion method in order to destroy these organisms, 
Isolate the room for 72 hours while the room 
and its furnishings are being treated with dis. 
infectants.? 

With penicillin and streptomycin added to 
our armamentarium, the death toll from abor- 
tions should decrease from its present high 
ratio in maternal mortality. 


CONCLUSIONS 


(1) The incidence of hydatidiform mole, or 
chorionepithelioma is no greater after abortions 
than after full term deliveries. 


(2) Conservative treatment failed only 35 
times in a total of 2,406 cases of incomplete 
abortion. 


(3) The treatment is the same for the first, 
or second trimester, with equally good results, 


(4) A dilatation and curettage with pack- 
ing are more dangerous to the patient and 
should be the recourse for the cases of oxytocic 
failure only. 


(5) Cervical smears and cultures in suspected 
cases of criminal induction should be made 
routinely. 


(6) Dilatation and curettage will enhance 
the propagation of Schottmiiller and spore- 
forming organisms due to operative trauma? 

(7) A sponge stick is the sharpest instru- 
ment to be used in curetting, when this is nec- 
essary. 

(8) From the onset of an abortion, or the 
beginning of true labor until completion, the 
physiologic processes differ in degree only. 


(9) Tubal ligation by Russell’s technic should 
be performed soon after the third stage, when 
indicated.* 


I am indebted to Miss Lucretia Spears, Record 
Librarian, John Gaston Hospital, for her valuable assist- 
ance. My sincere appreciation to the Misses Frances 
Harris, Jo Ann Bright and Nell Dreaden, because their 
diligence and patience made this article possible. 
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DISCUSSION (Abstract) 


Dr. W. O. Johnson, Louisville, Ky—To substantiate 
the statement made by the essayist as to the yearly 
increase in the abortion rate, I wish to present a study 
of two 3-year periods of abortions in the Louisville 
General Hospital. In 1935-37, before the outbreak of 
war, there were 532 cases of abortions with 6 deaths; 
this constituted 20.0 per cent of the gynecological cases 
admitted during that period. In 1943-45 during the war 
years, there were 608 cases of abortions with 3 deaths, 
which represented 30.7 per cent of the gynecological cases 
admitted during that period. The mortality rate for 
the conservative treatment was 1.3 per cent, ‘while the 
operative mortality after conservative treatment was 
0.37 per cent. We can not compare these mortality rates 
to prove the advantage of the types of treatment because 
we are dealing with different classes of cases. 


To view the problem from another angle, in 1935, 
19.7 per cent of the gynecologic cases were cases of 
abortion, while in 1945, 35.7 per cent of the gynecological 
admissions were cases of abortions, or in 10 years a rise 
of 16 per cent in the number of abortions was seen in 
the Louisville General Hospital. 


In the Louisville General Hospital over 35 per cent of 
the cases are admittedly induced abortion. However, 
we know that the real figure of induced abortion is 
much higher than 35 per cent. There are three real 
factors causing this: 

(1) Fear of illegitimacy and dishonorable stigma (50 
per cent). 


(2) Escape from responsibility of parenthood (30 per 
cent). 


(3) Social and economic influence and sexualized 
philosophy. 


We have little control over these social problems but 
we are given the responsibility of the aftermath. 


After the onset of the abortion, the average time be- 
fore medical care is sought is 11 days and the average 
stay in the hospital for abortion cases is 10.3 days. 
Over 50 per cent of the induced abortions are febrile 
(100.4 degrees for more than 2 days), and only % of 
the induced cases are complete abortions for we know 
that the uterus is reluctant to expel a healthy, normal 
pregnancy. All cases of abortions with temperature 
of 100.4 or over should be treated as septic cases and 
hospitalized until proven otherwise. 


The dangers of incomplete abortions, induced or other- 


uterine instrumentation after conservative treatment. It 
has long been an axiom that the surgical management of 
incomplete abortion should be essentially expectant. 

The outline previously given by Dr. Russell for the 
conservative treatment of abortions is essentially the 
same as used in the Louisville General Hospital. Dif- 
ferences between the condition from the onset of abor- 
tion and the beginning of the true labor to completion 
of the physiological process are only in degree. Are 
there many among you that would advocate dilatation 
and curettage after all deliveries? 


Packing of the uterus because of hemorrhage is rarely 
needed, for only 5 per cent of abortions bleed excessively 
and the majority of these are controlled by oxytocins. 
Oxytocin in incomplete abortions should always be 
given early, and blood transfusions frequently. Chemo- 
therapy should be administered as indicated in the in- 
dividual case. In the Louisville ‘General Hospital we 
advocate a three-day afebrile course before dilatation 
and curettage are carried out in septic cases. The more 
time elapses between the acute febrile episode and the 
intrauterine instrumentation, the more secure from flare- 
up is the procedure. 


If medicine has a claim to science or to the arts, it is 
on the basis of its ability to diagnose properly and to 
individualize therapy, rather than to insist upon a rou- 
tine. So our success in the treatment of abortions will 
be directly related to our ability to differentiate clin- 
ically the various types of abortions and institute and 
carry on the appropriate therapy. 


Dr. Thomas Benton Sellers, New Orleans, La—tI 
agree with Dr. Russell in his method of handling clinic 
cases, but in private practice, we are reasonably cer- 
tain whether the patient is potentially infected. All 
abortion patients are given prophylactically penicillin 
and sulfadiazine and other supportive measures are care- 
fully followed in addition to the oxytocics. If the bleed- 
ing persists over 24 to 48 hours, when it is not ex- 
cessive and the patient is afebrile, regardless of the 
medical treatment as outlined by Dr. Russell, I prepare 
the patient surgically and remove the retained secundines 
with a ring forcep. I do not pack and want to empha- 
size the importance of not using a sharp curette. Some- 
times a dull or ringed curette is permissible to locate 
adherent placental tissue. 


Transfusion may have a two-fold purpose in the 
management of abortions. Early it is used to replace 
the blood loss and massive transfusions of several pints 
may be indicated. If the patient is septic, then small re- 
peated transfusions are used daily as one of the best 
weapons against infection, probably second only to the 
sulfa drugs and penicillin. In the very septic cases with 
pelvic thrombophlebitis that from time to time release 
emboli that lodge in different parts of the body, the 
vena cava has been ligated with excellent results. We 
are indebted to Dr. Conrad Collins for the excellent 
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work he has done ©r this subject. He has probably 
reported the largest , oup of cases, although several 
ether men in the city have reported smaller series. 

At the Southern Baptist Hospital in New Orleans, 
12,917 obstetrical patients were admitted during twenty 
years and only two cases of placenta accreta. Placenta 
accreta is a rare complication but if not recognized and 
properly handled, can be a fatal one. I should like to 
report 3 cases of placental polyps, also a rare complica- 
tion. When removed they are often followed by ex- 
cessive hemorrhage. Curtis’ definition of placental polyp 
is: “. . . a term given to a portion of placental tissue of 
varying size which may be retained within the uterus 
for an indefinite period after abortion or full term 
parturition. If the retention be for a considerable time, 
the placental tissue, being still attached to the uterine 
wall, becomes slowly encapsulated by concentric layers 
ef blood and fibrin, thus forming a polypoid tumor. 
On section, such a tumor will present a central nodule 
of more or less well formed chorionic villi with pro- 
liferating chorionic epithelium covered by layer upon 
layer of organized blood clot and fibrin together with 
a@ general round cell infiltration. These tumors are 
usually sessile, the base being a thickened plaque of 
decidua.” 

Symptoms are those of subinvolution of the uterus 
with uterine bleeding varying from slight amounts to 
profuse hemorrhage, lochia foul-smelling and tempera- 
ture due to the degenerative and inflammatory changes 
within the polyp. 

Placental polyps should be recognized and carefully 
removed using all precautionary measures to prevent 
excessive hemorrhage and combat shock. 


Dr. Russell (Closing). —I avoided the question of such 
complications as thrombophlebitis, because these would 
make the paper too voluminous, I feel all of these 
patients should return for a thorough examination in 
about six weeks from discharge, just as obstetrical 
patients are advised. 

We have x-ray pictures of a case of B, welchii infec- 
tion contracted from improperly done vaginal examina- 
tion. There are gas pockets in the soft tissues around 
the maternal spinal column. A layer of gas occurs 
between the myometrium and the placenta. This shows 
the mottling of the fetus which was caused by the gas 
resulting from the B. welchii infection. 


At autopsy, a stab wound into the abdominal wall, 
the peritoneal cavity of the mother, as well as into the 
fetus permitted free hydrogen gas to escape. The escap- 
ing gas from the maternal peritoneal cavity ignited 
easily and burned for some few minutes. Anaerobic and 
aerobic cultures taken from the maternal abdominal 
wall, peritoneal cavity, uterine myometrium, and the 
fetal abdominal cavity proved to be a pure culture of 
B. welchii. 
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SOME EFFECTS OF POSTURE ON 
PATIENTS DURING AND AFTER 
OPERATION* 


By Rocer J. Forastiere, M.D. 
Miami, Florida 


The flow of blood is a dynamic phenomenon 
resulting from differences in pressure in the 
circulatory system. The pressure is highest in 
the ventricles of the heart and lowest in the 
auricles where it is, at times, subatmospheric, 
The pressure is sufficient to drive the blood 
through the arterial tree and capillaries, into 
the venules. But accessory factors are re 
quired to aid its return through the venous 
system. These factors are the general muscular 
tone, the movements of the muscles of the 
extremities, the aspirating movement of the 
thorax during inspiration and gravity. 

The effect of the force of gravity on the 
circulation is an hydrostatic effect which is 
more significant in the venous system due to 
the low pressure in the veins and their dis- 
tensible walls. 

In the upright position, blood tends to stag 
nate in the dependent portions of the body, and 
a fluid of low protein concentration leaks from 
the vessels of the lower extremities, the blood 
becomes more concentrated, and the velocity of 
blood flow is decreased. 

Stagnation in the extremities is prevented by 
the activity of the muscles, and in the splanch- 
nic area by the tonicity of the abdominal mus- 
cles, the tone of the splanchnic blood vessels, 
and the aspirating effect of the respiratory 
movements. 

On changing from the supine to the upright 
position, compensatory mechanisms come into 
play to aid or increase the return of venous 
blood to the heart. The carotid sinus reflex is 
activated by a fall of pressure in the carotid 
sinus, which reflexly stimulates the heart to 
accelerate. It also stimulates the vasocon- 
strictor center, resulting in constriction of pe 


*Read in General Clinical Session, Miami Day, Southern Medical 
Sentain, Fortieth Annual Meeting, Miami, Florida, November 
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vessels and a ‘consequent increase in 
diastolic blood pressure. Decrease in blood 
flow to the medulla stimulates the vasomotor 
and respiratory centers, augmenting respiratory 
movements which aid the flow of blood to the 
thorax and heart. 


The ascent of the ribs during inspiration 
produces an increase in the anterior-posterior 
and transverse diameters of the thorax. Descent 
of the diaphragm increases the vertical dimen- 
sion. These movements increase the volume of 
the thorax and the enclosed lungs. 


The pressure within the lungs in the resting 
position is atmospheric. During inspiration, 
the pressure becomes negative and during ex- 
piration it becomes positive. The intrapleural 
pressure is always subatmospheric, varying with 
the phases of respiration. 


The respiratory movements are intermittent, 
while the blood flows continuously through the 
lungs and gaseous exchange takes place continu- 
ously between the blood and functional residual 
air. The functional residual air is the air 
in the lungs after a normal expiration. This 
reservoir of air is refreshed by the tidal air. 
A large reservoir prevents large variations in 
the concentration of gases in the blood. When 
the volume of the reservoir is decreased, the 
refreshing must be more frequent or more com- 
plete. The former results in more rapid respi- 
tation; the latter in deeper respiration. As 
the rate of respiration rises, the volume of 
tidal air decreases. Deeper breathing involves 
more muscular effort and more fatigue. Both 
mechanisms are inefficient. 


The functional residual, reserve air and the 
vital capacity are greatest in the head-up posi- 
tion, less in the supine position. These com- 
ponents decrease from 17 to 20 per cent with 
a head-down position of 20.° These changes re- 
sult from a cephalad shift of the diaphragm 
due to pressure of the abdominal viscera and 
the magnitude of the change is greater, the 
greater the shift of the diaphragm. The de- 
crease in functional residual air indicates a 
state of partial collapse of the lungs with a re- 
duction in respiratory space. The tidal air is 
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decreased. This further decreases the effi- 
ciency of aeration of the blood. The necessity 
of lifting the weight of the abdominal viscera. 
during inspiration is a further impediment to 
respiration with patients in the head-down posi- 
tion. The negativity of the intrapleural pres- 
sure is also decreased in the head-down posi- 
tion. This hinders the return flow of blood 
from the systemic veins. The decrease in the 
return of venous blood to the heart results in 
a diminishing stroke volume of the heart, de- 


crease in cardiac output and fall in arterial 
blood pressure. 


In the head-down position, the flow of blood 
through the lungs is also slowed. This pul- 
monary congestion further decreases the vital 
capacity. These factors interfere with the 
efficiency of gaseous exchange between venous 
blood and pulmonary air. Likewise, the cere- 
brospinal fluid pressure in the cranium is in- 
creased, which decreases the flow of blood 
through the brain. 


As has been shown, vital physiologic altera- 
tions occur when man’s posture is altered. The 
volume of blood is redistributed within the 
body.: Alterations in venous return, cardiac 
output and blood pressure result. Changes in 
hemoconcentration, in the colloid osmotic pres- 
sure of the blood and shifts in extracellular fluid 
occur. Changes in vital capacity and other 
components of lung air occur, and fluctuation 
in the intrapulmonary, intrapleural and cere- 
brospinal fluid pressure results. 


To the individual in good health, these 
changes do not cause distress because his func- 
tions have a large “factor of safety;” because 
they are not allowed to act for a prolonged 
period, and because vigorous compensatory 
mechanisms tend to halt or even reverse these 
adverse physiologic changes. 

The margin of safety is decreased and the 
compensatory mechanisms are depressed by 
general debility, extremes of age, dehydration, 
malnutrition, systemic infection, trauma, dis- 
ease, intoxication, blood loss and oxygen want. 


Anesthesia, both general and spinal, depresses 
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the compensatory mechanisms and the effect in- 
creases with the depth and duration of anesthesia. 
The muscles of the extremities are relaxed and 
their support to the vein walls is lessened. The 
veins dilate and stagnation of blood results. 
The milking action of the contraction of the 
muscles no longer aids venous return. The 
tonus of the arterioles, capillaries and venules is 
diminished and the vasoconstrictor mechanism 
is depressed. The respiratory center is de- 
pressed. The muscles of the chest are weakened 
or piralyzed. ‘The respiratory aid to the cir- 
culation is diminished. ‘These factors cause a 
fall in venous pressure and a decrease in the 
return of blood to the heart. 


Operative manipulations contribute to the re- 
duction of efficiency of the compensatory 
mechanisms. Opening the abdomen upsets the 
finely adjusted circulatory-respiratory equilib- 
rium. The pressure of packs between the vis- 


cera, the pressure of retractors against the vis- 


cera, the hypotensive reflexes from traction on 
the viscera and their attachments, blood and 
heat loss further interfere with venous return. 


The position of the patient may contribute 
to the decrease in venous return. In this con- 
nection, the appreciation of the gravitational 
effects of posture is helpful. 


If the operation must be performed in the 
head-up position, anesthetize the patient in the 
supine position, elevate the legs and apply band- 
ages from toes to groin to prevent stagnation of 
blood and loss of fluid in the dependent ex- 
tremities. 


If the head-down position is needed, make 
the angle just steep enough to get the aid of 
gravity in removing the viscera from the op- 
erative field and keep this position only as 
long as needed. 


After intra-abdominal operations, especially in 
the upper quadrants, there may be a cephalad 
shift of the diaphragm. The lungs, especially 
the lower lobes, are in a state of partial collapse. 
Pain also restricts the extent of respiratory ex- 
cursion. The respiratory rate increases in an 


effort to compensate for the diminished tidal 
air and decreased functional residual air. Gaseous 
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exchange is rendered less effective. Hypoxia re. 
sults and atelactasis may follow. 


Pain also restricts coughing. Pulmonary secre. 
tions are retained, thus setting the stage for 
a massive atelectasis. The incidence of these 
complications may be lessened by using respira- 
tory depressing drugs sparingly, by encouraging 
cough and expectoration, and the volun 
riodic expansion of the lungs. If the pain is 
so severe as to prohibit cooperation, the nerves 
to the wound or the wound itself may be 
anesthetized. 


The cephalad shift of the diaphragm increases 
the intrapleural pressure. The diaphragmatic 
excursions are decreased because of pain in the 
operative area. The pump-like action of the 
diaphragm on the veins inferior to it is lessened. 
Both these factors impede the return blood 
flow. The slowed venous return is an im- 
portant factor in the genesis of postoperative 
thrombosis of the veins of the pelvis and legs, 
The head-up position also delays venous return 
from the legs. The venous return from the 
legs may be accelerated by elevation or by 
active motion. 

Distension of the gastro-intestinal tract will 
bring about a cephalad shift of the diaphragm 
and an increase of intra-abdominal pressure and 
will lead to the same postoperative complica- 
tions. Postoperative distension must be treated 
early. 

The use of abdominal binders postoperatively 
produces the same changes in respiratory and cir- 
culatory physiology and their routine use should 
be avoided. 

In shock, slight elevation of the foot of the 
bed may be beneficial. Gravity aids venous re- 
turn. However, elevation steeper than 10° 
will cause adverse changes in respiration to be 
exerted. Also, when the foot of the bed is 
elevated beyond 10,° the cerebrospinal fluid 
pressure in the cranium increases, which effect 
is to slow the circulation in the brain. This 
increases cerebral anoxia. The head-up posi- 
tion in slight or potential shock may result in 
total collapse. 
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Other postoperative sequelae may involve the 
peripheral nervous or musculo-skeletal system. 


Injuries to the peripheral nerves on the operat- 
ing table are infrequent but occur and are pre- 
ventable. The ulnar nerve is most commonly 
injured because of its superficial position at the 
elbow and wrist. It may be injured by pressure 
of the elbow against the edge of the table or at 
the wrist by leather. cuffs applied too tightly. 
In the prone position, the radial nerve may 
be compressed. Pressure against the head of 
the fibula may injure the peroneal nerve. 


Injuries to the brachial plexus may follow 
pressure, or excessive tension and stretching. 
Shoulder braces, placed too close to the neck 
and poorly padded, press directly into the supra- 
davicular fossa when the patient is in the Tren- 
delenberg position. Shoulder braces should bear 
the weight of the patient equally at the tip of 
each shoulder girdle above the acromial process. 


The plexus is put under undue tension by 
the following mechanisms: (a) when the pa- 
tient is placed in the head-down position, after 
the arms are fixed by cuffs at the wrist, any 
cephalad shift will result in a pull on the upper 
roots of the plexus; (b) when the arm is in ex- 
ternal rotation, abduction and extension with 
the elbow higher than the shoulder, abnormal 
stretch of the lower roots of the plexus re- 
sults. The same results follow when the arms 
are placed over the head while the patient is 
in the prone position. This mechanism can be 
avoided by keeping the elbow below the plane 
of the shoulder. Congenital anomalies such as 
a cervical rib or an anomalous deviation of 
the plexus may make the nerves more vulnerable. 
Hypertrophied scalenus anticus muscle may play 
apart. 

When nerves are injured, paralys‘s, partial or 
complete, is noted immediately on awakening 
from the anesthetic. Sensation is also affected. 
There may be anesthesia, hypesthesia, hyperes- 
thesia or paresthesia. The reflexes may or may 
not be affected, depending upon the severity of 
the injury. There is no specific treatment. The 
limb may be splinted if necessary and appropri- 
ate physiotherapy of the involved muscles car- 
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ried out. 
complete. 


A fully developed scalenus anticus syndrome 
may follow tearing or stretching of the scalenus 
anticus muscle from faulty positioning of the 
patient on the operating table. 


Harm to the patient’s back may occur if the 
patient is heavy, or the operation prolonged. It 
results from lack of support to the lumbar 
curve of the spine while the muscles are relaxed 
under anesthesia. Postoperative backache can 
be prevented by support of the lumbar region. 


In the lithotomy position, if one or both legs 
bear part of the weight of the body, disability of 
the knee or hip joint will be noted postopera- 
tively, or if the sacrum projects beyond the 
table edge, lumbosacral strain may result. 


When prone, the chest and flexible abdominal 
wall are fixed. Each inspiratory movement must 
raise the weight of the body. Anesthesia weakens. 
or paralyzes the muscles of the chest. This places. 


The return of function is eventually 


a severe burden on the diaphragm. An im- 


proved breathing space will be provided by plac- 
ing a support under the tip of the shoulder andi 
under the anterior superior spine of the ilium. 


The most favorable posture for the patient 
during anesthesia is the dorsal recumbent pos- 
ture with support under the lumbar region, with 
the head on a pillow to relax the neck, shoulders 
slightly raised, hips and knees slightly flexed, 
and the whole table inclined 5 to 7 degrees; 
head down. 
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PRESENT EVALUATION OF THE 
RESPONSE OF PROSTATIC CAN- 
CER TO HORMONE THERAPY* 


By Cryve L. Demine, M.D. 
New Haven, Connecticut 


During the past five years thousands of in- 
operable cases of prostatic cancer have been 
treated by hormonal therapeusis. Numerous 
ways of applying this treatment based on frag- 
mentary understanding of facts form the basis 
for many of the reports now found in our medical 
and lay literature. Reports by many observers 
are uniform of a few spectacular responses illus- 
trated by a disappearance of severe pain, am- 
bulation of some bed-ridden patients and a few 
grave-snatching episodes. Hopes have been 
raised to an exalted position in anticipation that 
at last we have found a means of controlling 
one of our most common malignancies. How- 
ever, as our experience has widened and the 
follow-up of our cases has given us more accu- 
rate details of the treatment, we have found 
that only a few patients are in apparently good 
health; while many were only temporarily im- 
proved, and a good number have died of cancer 
regardless of the hormonal treatment. Medicine 
is most anxious for a correlation of facts and a 
crystallization of ideas. Three questions are 
frequently asked: What are the responses to 
hormonal therapy? Can cancer of the prostate 
be cured by hormonal means? Can hormonal 
agents be administered to prevent the develop- 
ment of cancer of the prostate? 


As yet we are not privileged to understand all 
the complexities of hormones on the one side 
and cancer on the other. We do possess some 
scientific facts about both, and we are learning 
more each day. The normal prostatic epithelium 
from which cancer arises responds differently to 
the administration of the male hormone as com- 
pared with the administration of the female hor- 
mone. The male hormone, androgen, stimulates 


*Read in Section on Urology, Southern Medical Association, 
Fortieth Annual Meeting, Miami, Florida, November 4-7, 1946. 
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its growth, while the female hormone, estrogen, 
causes it to regress in size and to become. he 
active. Castration is also followed by a reduc. 
tion in size of the prostatic gland and produces 
an inactivity of the epithelial component. Ex. 
perimentally, we are able to demonstrate the 
relative value of male and female hormonal ef- 
fect upon cancer of the human prostate by the 
fact that human prostatic cancer can be grown 
heterologously in the male guinea pig but not in 
the female animal. As far as we know, cancer of 
the prostate has never developed in a man who 
was castrated early in life. It is assumed, then, 
that the androgen produced by the testis con- 
tains the carcinogenic agent and is a cause for 
the stimulation of epithelial growth and the de- 
velopment of cancer of the prostate. One can 
bring about the regression of the prostatic epi- 
thelium by reducing the androgen production in 
several ways: (1) by castration; (2) by irradi- 
ation of the testes; and (3) by administration 
of the female hormone, estrogen, in order to 
neutralize the male hormone. - Conversely, we 
should hesitate to give androgen or testosterone 
to men past 60 years of age for fear of stimu- 
lating the prostatic epithelial growth and pro- 
moting a cancerous change. 

The study of cancer in general and especially 
cancer of the prostate has led us to assume the 
attitude that cancer presents three stages of 
growth. In the first stage we find a change in 
the arrangement of the epithelial cells such that 
the architecture is compatible with a histological 
diagnosis of cancer, even though no tumor mass 
has as yet developed. The second stage is that 
of clinical cancer, exemplified by a definite mass 
or tumor whose microscopic findings are those 
of cancer. The third stage is that of autonomy, 
characterized by invasion of adjacent tissues, the 
development of distant metastases and independ- 
ent growth in an alien species. This factor of 
autonomy, or growth independent of the organ- 
ism, is the phase which we term biological can- 
cer. When, chronologically, a neoplasm exhibits 
each of these three stages is a hidden secret, but 
we are nearing the solution of the problem. 
The disclosure of the first stage is still an acci- 
dental finding. The demonstration of a mass 
which shows the microscopic evidence of malig- 
nant tissue is evidence of clinical cancer. With 
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ial reference to cancer of the prostate the 
ysical finding of metastases, the roentgeno- 
graphic evidence of bone changes, the elevated 
blood acid serum phosphatase, and the heter- 
ologous growth of the tissue indicate that the 
prostatic tumor is cloaked with a biological can- 
cer status. One can be fairly certain that bi- 
ological or true cancer of the prostate or of any 
organ is not being controlled by any treatment 
that we have at our command today. 

With these facts concerning hormones and 
cancer we wish to survey our clinical experience 
with prostatic cancer. A histological confirma- 
tion of cancer is always made in every case be- 
fore treatment is begun, for only on this basis are 
we justified in evaluating the results. If there 
is urinary obstruction, the obstruction is re- 
moved so that renal function can be conserved. 
Where there is no bladder neck obstruction, a 
perineal biopsy is made, because there is too 
great an opportunity to miss the cancerous tis- 
sue by the transurethral resection, and the needle 
biopsy is considered inadequate by our pathol- 
ogist. Hormonal treatment is applied to all 
prostatic cancer cases whose cancer has spread 
beyond the prostate and bases of the seminal 
vesicles as evidenced by digital and x-ray exami- 
nation and rise in blood serum acid phosphatase. 

We have applied the hormonal treatment in 
three ways: (1) stilbestrol orally; (2) castrat- 
tion; and (3) a combination of castration and 
stilbestrol. In general, about 80 per cent of 
the cases temporarily respond favorably to any 
of these methods, but patients on whom cas- 
tration has been performed respond a little more 
acutely. For example, those who have severe 
pain in the back from metastases are usually re- 
lieved in one to three days following castration 
alone and require no anodynes, while those who 
receive stilbestrol alone are less dramatically 
relieved in five to ten days. It has been our 
experience as well as Herger’s that hormonal 
therapy alone will relieve less than half of the 
Patients of obstruction to urination. Since one 
cannot rely upon hormonal treatment alone for 
restoration of normal urination, we have per- 
formed either a perineal excision of a sufficient 
amount of tumor tissue to give free flow of urine; 
or a suprapubic drainage, under conditions of ob- 
struction and low renal function and later a re- 
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moval of the obstructing tissue; or, very rarely, 
a transurethral resection, when the neck of the 
bladder is involved. In general, we are opposed 
to transurethral surgery, because the urethra} 
mucous membrane is a defense to the cancerous 
growth; and after transurethral resection the 
malignancy sometimes seems to spread more 
rapidly, producing an extensive ulcerative area in 
the base of the bladder. When such an ulcera- 
tive lesion is associated with infection the pa- 
tients experience a miserable and painful uri- 
nation, and we believe that no matter how much 
cancer a patient has he should be made com- 
fortable with respect to pain and to the disposaB 
of urine. When the residual urine has been over- 
come and the pain conquered the patients begin 
to improve generally. They show an interest 
in food, gain in strength and survey their en- 
vironment anew. About two-thirds of the pa- 
tients gain weight, from ten to sixty pounds, but 
the other third either do not gain weight or con- 
tinue to lose weight until death. A few whose 
legs and thighs had been swollen as a result of 
lymphatic obstruction by the malignancy have 
a complete regression of the edema. 


The local response of the primary lesion to 
estrogenic treatment varies widely. Some of 
the prostatic glands begin to soften in about one 
month and regress in size in three to five months; 
but the majority of the cases which react favor- 
ably require about twelve months for the prostate 
to return to normal size and consistency. One of 
our patients who had a large local tumor also 
showed enlarged seminal vesicles up to thirty 
months following estrogen therapy, after which 
they receded and for more than a year now there 
have not developed any unfavorable symptoms 
or findings. About 20 per cent show little or 
no softening and no regression in the size of 
the tumor. 


The response of the metastatic lesions depends 


upon whether they are lesions of soft tissue or 
bone. Bumpus and Alyea report the complete 
disappearance in the roentgen film of lung lesions, 
Graves gives the details of a case with inguinal 
and cervical gland involvement, corroborated by 
microscopic study, in which the cancer cells com- 
pletely disintegrated after four months of treat- 
ment. Enlarged, nodular livers respond but lit- 
tle. Patients in whom the cancer has spread 
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into the corpora cavernosa also fail to respond 
even with large doses of estrogen in addition to 
tration. In general, metastatic lesions in- 
wolying the lymph nodes respond favorably, but 
with regard to osseous metastases there seems 
to ‘be much difference of opinion. In our ex- 
perience, complete regression of bony metas- 
tases has not occurred in any case with any 
of the treatments. We have followed our pa- 
tients every six months with x-ray examination, 
and some have developed roentgen evidence of 
metastases after castration and estrogen therapy. 
The lesions of the pelvic bones become more dense 
and more clearly defined, and after about one 
year they show an increased bony sclerosis. We 
must assume that the tumor ceased growing 
for a while and later increased its activity. 
Writers are in agreement that hormonal therapy 
causes in both the primary and metastatic le- 
sions a shrinking of the cancer cells, accompanied 
by a pyknosis and a vacuolization of the cyto- 
plasm, reactions which spell a degenerative proc- 
ess of the malignant cell. Kahle reports a com- 
plete absence of cancer cells in the prostate 
.after two years of massive doses of estrogen. 


.. In two of our cases, in which the patients died 
of cancer two years after castration, a change 
in the cancer cell to one of more malignant 
character was demonstrated. The cells are large 
and round, with clear cytoplasm, and contain 
many mitotic figures with little stromal tissue. 
Apparently a biological change has taken place 
in the tumor, which, clinically, becomes larger 
and much softer to palpation. Whether estrogen 
therapy caused this adverse histological picture 
one cannot state at present, but one can say 
that the patient had a rapid downhill course re- 
gardless of the therapy. 


‘There are certain adverse features to hormonal 
treatment of cancer of the prostate which should 
be considered. Patients complain of loss of 
sexual power and shrinking of the penis and 
testes after hormonal administration. The excess 
weight and gorilla type of facies after castration 
completely change the physiognomy of the in- 
dividual, and dark brown pigmentation of the 
-skin is not uncommon. Red, sore and erect nip- 
ples are a frequent complaint after estrogen ad- 
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ministration. The development of large breasts 
is not common but does occur after castration 
and supplemental estrogen therapy. Six of our 
patients have developed large breasts and cop. 
template wearing a brassiere. As far as we 
know, malignant lesions do not develop in ep. 
larged breasts due to hormonal therapy. Moore, 
Wattenberg and Rose have sectioned such 
breasts and have found a proliferation of the 
epithelium of the ducts, increased length of the 
ducts and hyperplasia of the connective tissue, 
Even though patients complain of gastro-intes. 
tinal symptoms, sore nipples, nervous reactions, 
and even psychic responses, a few days’ rest 
from estrogen therapy will often be followed by 
complete tolerance of the drug. This experience 
has occurred in a number of patients, and one 
need not, therefore, be discouraged in the use 
of the estrogenic factor. Often patients who were 
made ill with 1 mg. per day can in a few weeks 
or months tolerate 10 to 15 mg. per day. 


There is a tendency to inaugurate an argu- 
ment for castration versus estrogen administra- 
tion. It appears to the writer that the question 
of primary importance is not whether you shall 
castrate your patient or give synthetic estrogens 
but how you can do away with the androgens or 
so neutralize the androgens that they will not 
in the future exercise any carcinogenic influence. 
It is quite apparent that some patients need 
much more hormonal treatment than others. In 
some cases the serum acid phosphatase becomes 
elevated in spite of small doses of estrogen, but 
can be made to fall with larger doses of estrogen, 
indicating that larger doses of estrogen are 
needed to control the cancerous growth. Other 
patients have no elevation of serum acid phos- 
phatase but show a progressive growth of the 
cancer, and whether the underlying factors per- 
tain to degree of malignancy or resistance on 
the part of the host to the malignancy we do not 
yet know. Dean has given affirmative evidence 


that castration in some cases is followed by ex- 


cessive production of androgen by the supra- 
renal glands. We are of the opinion that when 
the testes are left in place excessive androgens 
are not produced by the suprarenals, which would 
favor estrogen therapy alone rather than cas 
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tration. Castration alone will not prevent the 
development of metastases in bone in some cases. 
Theoretically, enough estrogen should be given 
fo neutralize all androgen production, from 
whatever source it may come, and we are giv- 
ing larger dosages of estrogen than we did two 

ago. Our initial treatment calls for 10 
mg. per day for two weeks, during which time 
the pain disappears, the patient’s general con- 
dition begins to improve and he develops a de- 
sire for food. After this initial period, he is 

upon 1 mg. per day, and if there is a 
favorable local response in the prostatic gland 
the patient is maintained on this amount. Some 
patients develop a return of the pain, so that 
sufficient estrogen should be given to relieve pain. 
We have two patients with back metastases who 
maintain pain in the back when 3 mg. of stil- 
bestrol per day are given but who are perfectly 
comfortable when given 5 mg. per day. An- 
other patient requires 10 mg. per day even after 
castration. Another patient (F.W.) has had 
multiple metastatic lesions in most of his verte- 
brae for two years and now requires 15 mg. per 
day. He is a very active business man and 
should have been dead long ago but maintains 
his weight and looks as though he may live many 
years. 

The determination of the blood serum acid 
phosphatase is a dependable factor and the as- 
sumption safe that if the acid phosphatase is 
elevated the prostatic cancer is active at some 
point distant from the prostatic gland. This 
test is now a routine examination on all cases 
who have prostatic malignancy or who are sus- 
pected to harbor the lesion, and it is included in 
the follow-up of the cases. In our experience, 
most of the patients who have a return of their 
pain in one or two years, whether they have 
roentgen evidence of osseous metastases or not, 
show elevated serum acid phosphatase readings; 
but an increase in the dosage of estrogen will 
usually cause a return to a normal reading and 
a disappearance of the pain. There seem to be 
Plateaus where a certain amount of estrogen 
will control the patient’s symptoms for a num- 
ber of months, then another plateau of treat- 
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ment must be determined when a greater amount 
of estrogen must be used. Just how long this 
game of therapy can be applied is not yet de- 
termined. Theoretically if enough estrogen could 
be given at the initial course of treatment to con- 
trol completely the cancer activity one would 
not be obliged to outline the treatment as de- 
scribed. It is quite possible that castration alone 
is sufficient in some cases to produce a “knock- 
out” effect upon the cancer cells if the cancer 
is not a biological one or if it has not become 
autonomous. On the contrary, it is also sug- 
gested that the cancer cells may become resist- 
ant to the hormonal treatment, with the result 
that larger dosages are required to produce a 
deleterious effect upon them; or, in some cases, 
the cancer may become completely resistant to 
estrogens. It is a fact that some actively grow- 
ing cancers which do not respond dramatically 
to estrogens produce little of the acid phos- 
phatase. Histologically, in these cases, the cells 
stain less well and present a more oval outline. 
These are phases in our experience in hormonal 
treatment which have not been thoroughly ex- 
plained, although it is evident that the cancer 
has had a distinct biological reaction to the long 
exposure to estrogens. One must ask the ques- 
tion whether prolonged treatment with large 
doses of estrogen will produce any ill effect on 
vital organs. A few patients complain of cardiac 
symptoms of palpitation and shortness of breath. 
Two of our patients have died a coronary death, 
while locally no evidence of cancer remained; 
but, unfortunately, these men died at home some 
distance away and no autopsy was done. Experi- 
mental work is in order to determine the effects 
of large doses of estrogen over a long period of 
time on muscles and walls of vessels. 


There has been no decision as to when is 
the optimal time to give hormonal treatment. 
Only about five per cent of the patients are seen 
when the cancer is limited to the prostatic gland, 
and those cases we can control by a radical 
prostatectomy, which is the treatment of choice. 
Most of the patients, however, come late, when 
the prostatic cancers have already become au- 
tonomous and have advanced to the biological 
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state. Theoretically, then, if we are to obtain 
the maximum response from hormonal treatment 
we should apply it early before the cancer 
reaches the autonomous state and once and for 
all settle the argument as to whether we should 
delay until metastases develop. We have no 
proof that castration or estrogen therapy will 
control completely cancer of the prostate, but 
it is quite evident that by its use pain has been 
relieved, life has been made more tolerable and 
has been prolonged in some cases. 

Huggins reports five patients out of twenty 
living five years after castration, four of whom 
are apparently free from cancer, the fifth with 
“slowly advancing” prostatic carcinoma. Ran- 
dall followed for eight years his series of five 
patients, four of whom were dead and the fifth 
dying of cancer when his series was reported 
in 1942. Certainly five years is not sufficient 
time to designate the control of cancer. We 
have five patients treated for their urinary ob- 
struction by perineal section who have not re- 
ceived any hormonal treatment but who have 
lived five years without any symptoms, any 
elevation of acid serum phosphatase or any 
roentgen evidence of metastases; yet they have 
stony-hard prostatic glands, undoubtedly con- 
taining active cancer tissue. Such experiences 
make us cautious in deducting over-optimistic 
conclusions in the hormonal treatment of cancer 
of the prostate. 

Since the inception of hormonal treatment of 
prostatic cancer we have progressed in enabling 
our patients to live a more tolerable life, but we 
still possess only one known cure of prostatic 
cancer and that is an early radical excision. By 
the eradication of the testicular androgen factor 
with orchidectomy or neutralizing that factor 
with estrogens we can relieve pain in about 80 
per cent of the cases, give the patients a com- 
fortable existence, help them to enjoy life and 
perhaps prolong it a year or two, but we have no 
proof of full control of the tumor in its biological 
phase. Metastases to lymph nodes and to most 
soft tissues usually disappear under hormonal 
treatment, but it is rare to expect complete re- 
gression of osseous metastases. Locally, the tu- 
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mors recede in four months to two and one-half 
years in 60 per cent of the cases. Recen 
patients have been made to tolerate larger doses 
of estrogens with definite improvement in symp. 
toms and in regression of the original tumors, 


Our experience to date with hormonal treat. 
ment of cancer of the prostate has led us to ar. 
rive at the following conclusions: 


(1) That synthetic estrogen therapy is of 
equal value and perhaps of more value than 
castration. 


(2) That the primary and distant metastatic 
lesions, when they respond, do so regardless of 
the method of hormonal application. 


(3) That larger doses of estrogens should be 
used, depending upon the symptoms, rectal find- 
ings, roentgen evidence of osteoplastic activity 
and acid phosphatase readings. 


(4) That it would seem just as judicious to 
apply hormonal therapy early for cancer of the 
prostate as to apply any anti-cancer therapy 
early for any other cancer. 


(5) That synthetic estrogen treatment should 
be continued as long as the patient lives, whether 
he has had a castration or not. 


(6) That the only known cure for cancer of 
the prostate is a radical prostatectomy early, 
before it has become a biological cancer and dis- 
seminated to periprostatic and distant organs, 
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LACK OF RESPONSE TO INSULIN* 


REPORT OF A PATIENT TREATED WITH FIVE 
THOUSAND UNITS PER TWENTY-FOUR HOURS 


By Leon S. Smeto, M.D. 
Birmingham, Alabama 


In 1946 the initial quarter-century of the in- 
sulin era in the therapy of diabetes mellitus 
was concluded. During this period there en- 
tered into the medical literature a steadily in- 
creasing number of case reports of lack of re- 
sponse to or of so-called resistance to the hor- 
mone. By 1941 Martin’ had collected 27 such 
cases, arbitrarily defining insulin resistance as 
astate in which 200 or more units per day were 
required for longer than 48 hours. To this num- 
ber may be added 7 patients with case sum- 
maries or referred to by Joslin.2 In contrast 
to this total of 34 recorded cases prior to 1941, 
the literature subsequent to 1941 has carried 
accounts of 21 insulin-resistant patients. 4* This 
compilation undoubtedly is incomplete, for the 
writer has not yet reported 3 patients whose 
insulin dosage exceeded 750 units and in all like- 
lihood similar cases have not been communicated 
to the literature. It may be concluded that 
non-responsiveness to insulin is not an extremely 
rare phenomenon and it will be encountered in- 
creasingly because of the expanding usage and 
more vigorous administration of insulin. 


This paper presents a young, female diabetic 
so tolerant of insulin that she was treated with 
approximately 1,250,000 units during 4 years, 
an average daily dose of 850 units. In the course 
of this period she completed her high school 
education, two years of college, and a year’s 
training as a medical technician from which she 
is presently to graduate. No outstanding com- 
plication was evident on the day she received 
her maximum dosage of insulin, 5,000 units in 
24 hours, although moderate ketonuria was pres- 
ent. To this date, this is the highest recorded 
quantity of insulin ever administered. Previously, 
Wiener'® in 1938 had reported the injection 
of 3,250 units in 24 hours and White? in 1946, 


“Read in Section on Medicine, Southern Medical Association 
Fortieth Annual Meeting, Miami, Florida, November 4-7, 1946... 
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of 3,620 units in 20 hours, both effecting the 
recovery of patients from diabetic coma. 


In contrast to insulin requirements of this 
magnitude, the recent sustained survival of 6 
patients after total pancreatectomy has estab- 
lished that the normal pancreas elaborates on 
the order of 40 units per day. Since spon- 
taneous diabetes mellitus frequently requires 
appreciably in excess of 40 units daily for com- 
plete control, clearly a factor or factors must be 
involved other than insufficiency of insulin 
production by the islets of Langerhans. 


It should be borne in mind that the blood 
sugar is a dynamic equilibrium between the 
rate of glucose secretion into the blood by the 
liver, the sole source of blood sugar, and the 
rate of glucose removal from the blood by the 
tissues. The position of this equilibrium or 
the content of blood sugar is determined by 
three sets of factors: 


(1) The functional integrity and innate 
characteristics of the tissues which contribute 
sugar to or remove sugar from the blood. 


(2) The regulators of these tissue functions, 
the endocrine system hormones and the central 
nervous system. 


(3) The cellular enzymes which produce or 
utilize sugar in the reaction chains of the final 
pathways of the metabolism of foodstuffs. 


These three sets of factors are basic to hyper- 
glycemia and consequently must be taken into 
account in assessing its etiology, whether en- 
countered in the common syndrome, diabetes 
mellitus, or in that less prevalent state desig- 
nated by custom as insulin resistance because of 
the inefficacy of the usual hypoglycemic action 
of the hormone. 


Doubtless the term insulin resistance came 
into use because insulin alone among the hor- 
mones which regulate the blood sugar level 
shifts the equilibrium toward hypoglycemia. 
This effect is brought about both by curtail- 
ment of the hepatic secretion of glucose and by 
stimulation of the tissue removal of glucose. 
The contra-insulin hormones, derived from the 
anterior pituitary, the adrenal cortex, and the 
thyroid, shift the blood sugar equilibrium toward 
hyperglycemia by accelerating hepatic glu- 
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coneogenesis from protein and fat precursors. 
A normal blood sugar range indicates a prop- 
erly balanced activity between insulin and the 
contra-insulin group. 

Failure of insulin to enter the tissue cells in 
consequence of delayed absorption, rapid de- 
struction or immunologic neutralization disrupts 
this delicate endocrine balance, and with ad- 
ministered insulin rendered ineffective, the con- 
tra-insulin hormones produce a refractory hyper- 
glycemia or “insulin resistance.” Root?? has 
employed a radioactive insulin to show a delayed 
absorption of subcutaneous insulin in certain 
resistant patients. Although not clinically 
demonstrated, Soskin?* and Mirsky** have sug- 
gested the possibility of excessive insulin destruc- 
tion, the former by sulphydryl compounds in the 
liver under pituitary control and the latter by 
proteinases released from cells during infections 
or toxemias. 


Insulin is a protein, weakly antigenic, occa- 
sionally causative of local or generalized allergic 
reactions, and in such patients positive skin 
tests, precipitins, and passive transfer antibodies 
against insulin have been found. While allergy 
to insulin as a protein is fairly common, for- 


tunately associated resistance to it as a hormone 
is rare. In various reports, resistant, allergic 
patients have exhibited no or varying types of 
antibodies. Imputation of the cause of the in- 
sulin resistance to the immune bodies is based 
on clinical correlation and the demonstration 
that such sera protect animals against the hypo- 
glycemic action of the hormone. Lerman!! care- 
fully studied 6 patients who exhibited resistance 
to insulin, demonstrated antibodies during their 
refractory phase, and correlated disappearance 
of the immune bodies with return of physiologic 
effectiveness of administered insulin. 


That excess of the antagonistic hormones may 
bring about non-responsiveness to insulin is 
strongly indicated in the report by Collens’® 
of an adrenal pheochromocytoma with hepatic 
metastases and in that by Pullen? of Cushing’s 
syndrome relieved by pituitary irradiation. 

Equally important as the endocrines in the 
blood sugar balance is the integrity of the tissues 
whose production or use of sugar the hormones 
govern. Extensive hepatic disease may curtail 
glycogen storage, inhibit the restricting influ- 
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ence of insulin upon glucose secretion, or dis. 
rupt the intrinsic mechanism which relates oyt. 
put of glucose to the blood sugar level, which fac. 
tors probably account for the refractory hyper. 
glycemia reported in hemochromatosis, throm. 
bosis of the hepatic artery, cirrhosis, parenchy. 
matous, jaundice and failure of glycogenolysis, 
Soskin postulates in hepatic injury the abnormal 
entry of amylase into liver cells with glyco. 
genolysis not subject to the control insulin exerts 
upon the normal process. To the hepatic factor 
may be added a peripheral tissue factor in the 
cases of portal cirrhosis and generalized lypo- 
atrophy with insulin resistance cited by Law. 
rence’ and by Hansen,?° where presumably the 
absence of subcutaneous fat inhibits the con. 
version of sugar into stored fat. 


Ultimately, glycogen, glucose and other sub- 
stances derived from foodstuffs undergo metab- 
olism down final pathways involving a chain of 
reactions catalyzed by tissue enzymes, of which 
some are vitamins. Breakdown at any step in 
the reaction chain, diversion into unregulated 
alternative pathways and overfilling or absence 
of the storage depots for end-products neces- 
sarily will clog the metabolic machinery and se- 
riously impair hormone activities which affect 
the same metabolites. Insulin resistance has 
been produced by vitamin B deficiency and at- 
tributed in infections to an abnormal tissue 
formation of glucose superimposed upon the 
normal hepatic secretion. 


Thus, based upon the factors concerned in 
the maintenance of a normal blood sugar content, 
etiologically lack of response to insulin may be 
classified as follows: (Table 1) 

(1) Hepatic and peripheral tissue disinte- 

gration; 

(2) Hormonal dysfunction; 

(3) Tissue enzymatic and storage depot 

dysfunction. 
Whatever the underlying mechanism, the state 
concomitant with insulin resistance of short 
* duration usually is infection or ketone acidosis; 
of long duration, allergy, hepatic disease, end- 
crine abnormality, or unknown. 

The patient who is the subject of this paper know 

of no diabetes in her family, had no illness for a year 


prior to the onset of typical symptoms during the sum- 
mer of 1941, entered acidosis and precipitated the disg- 
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nosis in September, 1941, and came under our care a 
year later. She then was 17 years of age, weighed 180 
measured 67.5 inches, and on physical examina- 
tion in 1942 as in 1946 exhibited a normally propor- 
tioned, obese body contour, normal feminine hair dis- 
tribution and secondary sex characteristics, and no ab- 
normalities in the eyes, arteries, blood pressure, liver 
margin, reflexes or at the sites of insulin administration. 
Repeatedly sella turcica films have been normal. 

In diabetic management we prescribed a 1,200, later a 
1,800-calorie diet with 3 or 4 meals each of 40 or 50 
grams of carbohydrate and balanced the diet with 
standard insulin prior to each meal and supplementary 
protamine insulin by day or standard insulin at 3:00 a.m. 
to control nocturnal hyperglycemia, so as to attain full 
regulation of the disease. On the basis of fasting and 
post-prandial blood sugars and the results of fractional 
urinalyses for sugar and if necessary, ketones, on post- 
prandial and nocturnal specimens, the insulin dosage was 
adjusted daily or less frequently, dependent upon cir- 
cumstances, so as to maintain the best possible diabetic 
control. Hyperglycemia or ketonuria constituted the 
indication for an increase in insulin dosage; hypoglycemic 
reactions or sustained normoglycemia and aglycosuria, 
the indication for a reduction in dosage. Predominantly 
U80 crystalline insulin or a specially prepared U 500 
regular insulin* were employed. During the 4-year period 
covered by this report, full diabetic control was far from 
achieved in consequence of the patient’s insulin refrac- 
toriness and associated complications, but perhaps 50 per 
cent of the many blood sugars were within normal 


*Supplied by courtesy of Dr. Franklin B. Peck, Eli Lilly and Co. 


ETIOLOGIC MECHANISMS OF LACK OF RESPONSE 
TO INSULIN 


1, Hepatic or Peripheral Tissue Disintegration 
Hemochromatosis 
Hepatic artery thrombosis - 
Hepatic cirrhosis 
Parenchymatous jaundice 
Infectious hepatic injury with abnormal amylolytic gly- 
cogenolysis 
Subcutaneous lipo-atrophy or dystrophy 
2. Hormonal Dysfunction 
A. Insulinogenic failure 
Delayed absorpti 
Release of cell proteinases 
Hepatic sulphydry] compounds 
Immunologic inactivation 
B. Excess of contra-insulin hormone 
Adrenal pheochromocytoma 
Cushing’s syndrome 
Excess of Pituitary diabetogenic hormones 
5. Tissue Enzyme or Storage Depot Dysfunction 
Vitamin B deficiency 
Tissue glucose production in infections 
Failure of tissue lipolysis 


sugar-free. 
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bounds and half the fractional urinalyses essentially 
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Summarizing the course of the patient’s diabetes from 
October, 1942, through September 1946, (Tables 2-5), 
after initial hospital standardization on 40 P+40—16— 
40=136 units, the monthly average insulin dosage per 


COURSE OF INSULIN HYPO-RESPONSIVENESS 


Insulin Dose 
Wht. Max. Min. Ave. Remarks 

1942 

Oct. 178 126 118 122 

Nov. 178 136 118 127 Hospital si ; discharged 
on 40+40P-16-40 

Dec. 142 132 137 Localized areas of insulin indura- 
tion, frequent upper respiratory in- 
fections 

1943 

Jan. 170 142 156 a sa upper respiratory infec- 

ions 

Feb. 192 170 181 

Mar. 192 186 189 

Apr, ..188 218 196 207 Incision and drainage right 
abscess; discharged on note 

May ...189 238 218 228 

Jun. 190 240 238 239 Tonsillitis; cervical adenopathy 

July _..190 270 236 253 

Aug. — 300 300 300 

Sept. _187 284 284 284 Recurrent tonsillitis 


Table 2 


COURSE OF INSULIN HYPO-RESPONSIVENESS 


Wht. Max. Min. Ave. 


Insulin Dose 


Remarks 


1943 

Oct. 
Nov. 
Dec. 
1944 

Jan. 
Feb, ~.192 
Mar. _.195 
Apr. 
May -.195 
Jun. 
July 
Aug. 


204 
Sept. ....186 


330 
370 
390 


258 
288 


358 
340 
370 
366 


$24 
697 


496 


330 
370 


330 
370 
390 


253 
268 


323 
340 
370 
341 


420 
500 
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College; diet breaking; poor control 
College; diet breaking; poor control 


Acidosis—1,000 units in 10 hours; 
discharged on 130P-+-60-24-44 


Frequent upper respiratory infec- 
tions 


Sulfadiazine therapy; talized; 


Tooth extraction, abdominal pain; 
sulfadiazine therapy 


Table 1 


_ Table 3 


a 
. 
| 
q 
om 
i 
in 
be é 
ite- 
288 
340 
370 é 
316 Nausea and vomiting, abdominal 
pai diarrhea, recurrent in June, id 
uly and August; sore throat in be 
August 3 
¥ 
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day rose in the first year from 136 to 300 units, ranged 
im the second year between 300 and 400 units, reached 
3,000 units in the third year before receding to 600 
units, and again climbed in the fourth year to a peak of 
4,200 units before falling in the final 4 months to the 
current level between 300 and 600 units. During these 
years the weight has ranged between 180 and 200 pounds 
despite frequent 5-10 pound fluctuations, which in the 
face of a theoretical intake not above 1,500 calories and 
basal metabolic rates between minus 17 and plus 5 per 
cent, renders dubious strict dietary adherence. Perhaps 
of greater significance than diet breaking, which the 
patient denies, has been the persistent low-grade, ir- 
regular fever, best accounted for by oft-recurrent res- 
piratory tract infections and not relieved by removal of 
diseased tonsils in August, 1945, or by radium irradiation 
of infected nasopharyngeal lymphoid tissue in May, 1946. 
Repeatedly, agglutinations against Brucella, Proteus 
X-19 and typhoid organisms; and roentgenograms of 
the chest, paranasal sinuses and mastoid cells have been 
negative. Almost without exception hematologic studies 
have been normal with the leukocyte count below 
10,000, less than 70 per cent of neutrophils and no eosin- 
ophilia above 3 per cent. 


COURSE OF INSULIN HYPO-RESPONSIVENESS 


Insulin Dose 
Wht. Max. Min. Ave. 


Remarks 


Localized areas of insulin indura- 

tion; abdominal pain, fever 

. —189 2080 934 1507 Therapy now based upon four 
206 meals daily; insulin administered 5 

times daily. Upper respiratory in- 

fections 


Dec. 195 2540 1700 2120 Abdominal pain, upper respiratory 
205 infections 


1944 

Oct. 186 884 496 690 
201 

Nov. 


Jan. 191 3300 2050 2675 Angioneurotic edema; diarrhea; 
212 localized areas of insulin induration 


Feb. —s 3100 2550 2825 —— pain, nausea and vomit- 


Mar. 188 3000 2500 2750 Localized areas of insulin induration 
198 subsiding; upper respiratory infec- 
protamine insulin discon- 


Apr. a 3500 2750 3125 Severe cold and sore throat 
May 180 2800 1900 2350 Severe myalgias; quinsy; hospital- 
186 discharged 


ized; therapy; 
on 68P-+-50-36-40 
Jaa. —183 1500 190 340 
189 
—I185 1475 500 988 Sore throat; localized areas of in- 
192 sulin induration 
a 1750 430 1090 Infected molar extracted; icillin; 
T and A discharged on 280P+70- 


Sept. 187 1050 132 590 Exploratory laparotomy; appendec- 
197 discharged on + 90-14. 
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During 1945 and 1946, superimposed upon the respira. 
tory infections there developed obscure, recurrent at. 
tacks of nausea, vomiting and abdominal pain mi 
dominantly in the right flank and lower quadrant. Re. 
peated urine and stool analyses, intravenous pyelogram, 
and 3 gastro-intestinal series have to date elucidated no 
cause. In September, 1945, laparotomy was Performed 
by Dr, G. C. Roscoe; careful abdominal, retroperi- 
toneal, and pelvic exploration revealed no Pathology 
except slight edema and redness of the terminal 2-3 feet 
of ileum; appendectomy was done. With the insulin 
requirement at its height in April and May, 1946, two 
studies of liver function were normal, based on de. 
terminations of serum protein, blood cholesterol, icterus 
index, urinary bile pigments, cephalin-cholesterol floccu- 
lation and bromsulfalein excretion. 


It is in the field of allergy that positive findings are 
noted. Irregularly during the four years, indurated, 
itching, erythematous areas of varying size and duration 
have developed and disappeared at sites of insulin in. 
jection without regard to the type of insulin used or 
the requirement at the time. On several occasions an 
angioneurotic edema of the face and extremities has 
occurred, twice associated with bullous erythematous 
lesions at the base of the nails and along scars. No 


COURSE OF INSULIN HYPO-RESPONSIVENESS 


Insulin Dose 
Wht. Max. Min. Ave. Remarks 
1945 
660 134 400 Nausea and vomiting; fever; ab 
dominal pain; localized areas of 
insulin induration 
ie. «. 915 365 640 Severe localized areas induration 
and pruritis 
Dec. —185 1090 600 845 Localized areas of insulin indure 
193 tion subsiding; upper respiratory 
. infections; nausea and vomiting, 
abdominal pain 
1946 
Jan. -—183 850 750 800 
189 
Feb. ae 1260 800 1030 Upper respiratory infections 
Mar. ...177 3500 1400 2450 Otitis media; mastoid tenderness; 
186 penicillin therapy 
a 4500 1800 3150 Otitis media; antral tenderness; 


mastoid tenderness; fever 


May _.178 5000 100 4200 Acetonuria checked by 1,000 units 
5 times in 24 hours; multiple 
hypoglycemic reactions next day 


187 

Jun. i 600 535 470 Angioneurotic or menstrual edema 

July 175 530 120 325 Negative studies. in another hoe 
186 pital 

Aug. 177 800 75 435 Recurrent localized areas of in 
190 sulin induration 

Sept. 180 390 230 310 


Table 4 
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RELATION OF INSULIN ANTIBODIES TO DOSE OF INSULIN, DOSAGE TREND AND INFECTIONS 


Date 


Antibodies 
Precip. Pass Transfer Infections 


11/20/44 Neg. Recurrent upper respiratory infections; sinusitis 
1/24/45 Neg. Localized areas of marked induration at sites of insulin injection 
. Pos. Abdominal pain, nausea and vomiting subsided 
Neg. Quinsy; penicillin therapy 5/30-6/46 
Neg. Recurrent upper respiratory infections 
Neg. Abdominal pain and fever through Sept., appendectomy 
Neg. Recurrent abdominal pain 


Upper respiratory infections; otitis; penicillin therapy 
None 

Dental abscess; molar extracted 

Angioneurotic edema 

Angioneurotic edema 

Skin lesions of hands and feet 


Table 6 


urticaria or asthma has been observed. Positive intra- insulin non-responsiveness. Comparative blood 
dermal saw to beef and pork crystalline and to pro- sugar curves reveal intravenous insulin to be 
moderately but not strikingly more effective 


In January, 1945, Dr. Jacob Lerman* first demon- than subcutaneous insulin (Table 7). The blood 
strated antibodies against insulin in this patient; Table 6 


correlates the precipitin titer with the concurrent insulin sugar CES P lotted at 3-hour unterva Is during 
dosage, trend of insulin requirement, and presence of @ fasting period after insulin administration dis- 
associated illness. The patient’s clinical course reveals closes-a flat curve for about 12 hours, after 
a distinct parallelism between phases with high insulin 
dosage and febrile exacerbations, at times persisting for 
weeks, of the smouldering respiratory and abdominal COMPARATIVE EFFECTIVENESS OF SUBCUTANEOUS AND 
processes. Neither these processes nor the insulin re- INTRAVENOUS (CRYSTALLINE-U00) INSULIN 
quirement were conclusively affected by protracted ad- Dit SC HES 

ministration of penicillin or sulfonamides, although ap- 
parently intercurrent infections were favorably in- 
fluenced. While no sharply defined relationship is noted Time 
between the insulin requirement or its trend and the 
antibody titer, yet when the patient’s course is sur- 7:00 A.M. 
veyed for the past two years a pattern emerges of higher 7:30 

titers during periods of massive dosage and of low or 7:59 
negative titers during periods of relatively small dosage. 8:00 

On five occasions the insulin requirement fell precipi- one 
tously, four times after severe exacerbations or other ; 
illness necessitated hosnitalization, without parallel 
change in insulin antibody titer. It appears that an 12:29 P.M. 
allergizing factor, usually infectious, provokes a fluctu- 12:30 
ating, antihormonal effect against insulin, of which 1:30 
dirculating antibodies are a manifestation but not the 4:30 
Major agent, 4:59 


Correlation of these immunologic observations °°” 


with certain metabolic data provides a measure om 


of insight into the mechanism causative of the om AM. 


oe eon 


7:00 


3 
337 a 
Insulin 
q 
| 
4/2/46 3500 Incr 1-1600 
6/6 530 Unch 1-100 ? 
4/9 330 Incr 1400 
9/13 270 Unch Neg. ~ ‘ 4 ; 
3 
» 
3; 
its 
ple 
Supper Supper 
vd 200 
150 48 
90 U 90 U 
<i (Sub Q) 
200 so 
Manion deeply indebted to Dr. Jacob Lerman, Boston, 
lormance serum antibody determina 
cited in this paper. Table 7 t 
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EFFECT OF INSULIN WITHDRAWAL 


Urine Urine 
Hours BloodSugar Ace Diac Remarks 


600 U(SubQ) 
50 gm. Cho 


1+ 
3+ 10 U(SubQ) 
4+ 50 U(SubQ) 
de 400 U(SubQ) 
4+ 
2+ 


coooooooeo 


Table 8 


which progressive hyperglycemia and then keto- 
nuria rapidly developed (Table 8). This typically 
juvenile diabetic curve strongly indicates a nor- 
mal duration and character of insulin action, 
good glycogen stores and potent contra-insulin 
hormones as hepatic glycogenolysis and then 
gluconeogenesis with ketosis follow release from 
insulin inhibition. On a dietary carbohydrate 
intake of 150 grams and during periods of great- 
est responsiveness to insulin, the patient requires 
for adequate diabetic control a daily minimum 
of 200 to 400 units, reduction of which or in- 
crease in the daily carbohydrate intake by as 
little as 50 grams results after 48 to 72 hours in 
heavy glycosuria and ketosis. While we cannot 
explain the fact that relatively small additions 
to the daily carbohydrate intake call for marked 
increases in insulin dosage, still this state prob- 
ably accounts for the repeatedly observed fall 
in insulin requirement following upon hospitali- 
zation and its attendant more strict dietary regu- 
lation. Multiplication of the minimal dosage 
two or three fold causes little alteration in the 
blood sugar curve, although eventually hypo- 
glycemia is produced. Thus we noted the char- 
acteristic effects upon diabetic control of in- 
sulin deficiency or dietary excess but the pa- 
tient demands excessive insulin to establish con- 
trol and is most tolerant of inordinate doses. 
Previously we have pointed out that three 
etiologic factors are basic to hyperglycemia, the 


cardinal manifestation of lack of ‘response tp 
insulin. The available evidence in this case ex. 
cludes the first factor, disintegration of the 
hepatic and peripheral tissues, and the third 
factor, tissue enzymatic and storage dysfunction, 
The -most plausible hypothesis to account for 
this patient’s extraordinary resistance appears to 
rest with the second factor and to a hormonal 
dysfunction resulting from a fluctuating, jm. 
munologically stimulated barrier to the penetra. 
tion of insulin into the cells where its effects are 
exerted. 


Finally we wish to pay tribute to this re 
markable patient who cheerfully submitted to g 
multitude of experiments and unflinchingly car. 
ried on undisturbed by multiple and massive 
insulin injections. 
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DISCUSSION (Abstract) 


Dr. W. S. Branning, Durham, N. C.—Dr. Smelo has 
given us an account of a most remarkable patient. 
There are other cases that are neither allergic nor with 
any other specific mechanism that could be reported. 
Felder has recently reported a case in which there was no 
allergy, either to precipitin reaction or reaction of a 
specific transfer, but whose plasma was protective to 
mice. 


Dr. Smelo made to me what is a most important 
observation in his article, which is that insulin in suf- 
ficient amounts, no matter how resistant the patient is, 
will always control the diabetes. 


At the present time we have a patient in Duke Hos- 
pital who requires more than 500 units a day who is 
an example of this same statement, as is Dr. Smelo’s 
case. Our patient has no antibodies that we have been 
able to demonstrate. Insulin has been called a weak 
antigen. It is a protein, we all know. Just how the 
body develops its sensitivity I cannot quite understand. 
Thope Dr. Smelo will be able to give us more details. 

Most of the insulin-resistant cases that are subject 
to allergy have been proved to be the result of species 
sensitivity to the specific proteins of the source of the 
insulin. Analysis is very difficult and requires titration 
of all the immunological constituents of the plasma. 
It is quite possible that all of the allergizing factors 
normally present have not been removed, 

Dr. Cutt has used iodine-marked insulin and has 
found delayed reactions in certain cases of insulin re- 
sistance due to slowing of the absorption from the site 
of injection. It seems to me that there may very well 
be some similar reaction in this case, particularly as 
shown by the fact that on the day after the patient had 
her tremendous dose of insulin she had multiple shocks, 
and her insulin requirement dropped in amazing fashion. 

The therapy is ordinarily managed either by gradual 
sensitization or by shock sensitization. Obviously, in 
tases of severe diabetes you cannot gradually desensitize. 
You also cannot afford the antigen, as most allergists 
Would like to have you do. The only thing is to go 
ahead and treat the patient with insulin. The amounts 
of insulin used in ‘this patient would seem to me almost 
to constitute shock therapy, and I cannot understand 
why, after such treatment, the patient did not have a 
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decrease, or if not a decrease then a complete stoppage 
of the insulin resistance if it is on an allergy basis. 


It has recently been shown that insulin is almost 
quantitatively opposed to anterior pituitary hormone. 
Perhaps in this case the anterior pituitary is also in- 
volved, particularly as shown by the fact that intra- 
venous insulin reacts quite promptly, but that the pa- 
tient on response develops more rapidly than ordinarily 
symptoms of ketosis and glycosuria. 

We still have not explained the reasons for recurrent 
attacks of diabetes, nor have we found out why in 
chronically unregulated diabetics the insulin requirement 
almost invariably gradually rises at terminus. 


Dr. Seale Harris, Birmingham, Ala.—I have seen this 
patient many, many times in the clinic or in the hos- 
pital. This patient, for the last few years would come 
into the office in hypoglycemic reaction, and Dr. Smelo 
or Dr. Graham promptly brought her out with glucose. 
Or she came in almost in coma with a very high blood 
sugar and acetone, and then her insulin dosage went up. 


I have suggested to Dr. Smelo that the pituitary might 
have something to do with the condition. Cushing called 
attention many years ago to the undulations in the 
secretion of the pituitary. 

Dr. Smelo promptly proved and persuaded me to 
think that I was altogether mistaken about it. The only 
thing that I know is that this girl did get around 5,000 
units per day of insulin, and she was walking around, 
sometimes attending to her duties. She kept up her job 
more or less constantly, and is in good condition. I 
should not be surprised if the day after tomorrow she 
should come in either in hypoglycemic reaction or with 
diacetic acid in the urine and very high sugar, even 
though she is taking large doses of insulin. 


Dr. William M. Nicholson, Durham, N. C.—I cannot 
hope to match the story of Dr. Smelo and Dr. Harris, 
nor have I any clear notion as to why an individual 
should require such prodigious amounts of insulin. To 
corroborate this, however, the patient Dr. Branning 
spoke of was given 100 units of regular insulin intra- 
venously. There was a fall in the blood sugar of only 
10 milligrams at the end of an hour and a half after 
this large amount. It would seem that in this particular 
patient, at least, the notion mentioned earlier of poor 
absorption from the site of injection does not hold true. 


Dr. A. A. Herold, Shreveport, La—Dr. Smelo re- 
ferred to the liver and pancreatic factor in diabetes. 
Dr, Soskin has repeatedly called attention to the fact 
that the old controversy between non-utilization and 
over-production has never been settled at all, though 
in his opinion it has definitely been settled by the fact 
that the over-production in the body is the factor rather 
than non-utilization, because, as Dr. Smelo has pointed 
out, the secretion of the normal pancreas runs about 
35 to 40 units of insulin in the adult. 

Dr. Soskin has demonstrated this and called attention 
to it again recently at a meeting of the American 
Diabetic Association in Toronto. 
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I was going to ask Dr. Smelo how he gave such im- 
mense doses, until he told us Dr. Peck had provided 
him with 500 units of insulin per c. c. But what I 
would like to ask in closing is this: with these immense 
doses, he says that frequently this girl has a number 
of severe hypoglycemic reactions, and, as we know these 
reactions very frequently affect the liver or the central 
nervous system, which is something to be watched, I 
would like to ask whether there has been any evidence 
of liver damage or brain damage from them. 


Dr. Smelo (closing) —I wish I could answer Dr. 
Branning’s question about this patient’s immunological 
mechanism. Dr, Lerman has pointed out that patients 
of this type are much less sensitive to human insulin 
than to either beef or pork insulin. According to Ler- 
man, sensitivity to a hormone is antihormonic rather 
than against a species but hormone specificity is relative 
and is least manifest with the hormone derived from 
the donor species of the immune bodies. Hence, if a 
patient’s lack of response to insulin is on an immuno- 
logic basis, the resistance should be least marked against 
human insulin. However, at no time during the course 
of the four years of treating this patient were we able 
to obtain human insulin. It would have been very 
interesting if we had been able to obtain that to de- 
termine the patient’s requirement with human insulin 
as compared with either beef or pork insulin. 

As several of the discussers have pointed out, this 
patient has fluctuated sharply between hypo and hyper- 
glycemia. She is amazingly tolerant of hypoglycemia. As 
I said, she is a technician, and we had her follow her 
blood sugars one afternoon. They ranged between 30 and 
40 mg. per 100 c. c. throughout the afternoon, yet she 
carried on her routine work. I asked her if she was 
sure her work was done correctly. She insisted that it 
was for she was a student and the blood counts she 
had made that afternoon were checked by the head 
technician, who vouched for their accuracy. 


We have realized the danger of hypoglycemia in this 
patient in administering these large doses of insulin. 
However, our hand has been forced. Every time we 
have attempted to reduce the dose of insulin, within 
twenty-four or forty-eight hours the patient exhibited 
a heavy glycosuria and frequently a ketonuria. Ex- 
perience soon and repeatedly taught us that if we did 
not promptly step up the insulin dosage in the face of 
heavy glycosuria, ketosis with nausea, vomiting, drowsi- 
ness and evidences of acidosis rapidly developed. By 
vigorous insulin administration, somehow we succeeded 
in never letting the patient slip into coma. We were 
between the devil and the deep blue sea, you might say. 
We gave as much as was necessary of the insulin to 


keep her out of trouble and her diabetes as fully con- * 


trolled as possible; when she got into trouble the oppo- 
site way with hypoglycemia she or we fished her out 
with oral or intravenous glucose. While the patient has 
had on an average of two or three hypoglycemic re- 
actions a week, symptomatically the overwhelming 
majority have been mild. 


At the present time she exhibits no gross neurological 
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evidence of cerebral injury. She js an intelligent, op. 
operative girl, and is fully capable of carrying on y 
medical technician’s work. 

We carried out liver function tests a month or two 
ago and her serum protein, cephalin cholesterol flocey. 
lation, bromsulfalein excretion and other tests were aj 
within the normal limits. We have carried out th 
same determinations at intervals along the way, and they 
have invariably been normal. I do not believe hepatic 
disease is the cause of the insulin resistance, 

We have thought a good bit about the part the pitu- 
itary might play in this process. We felt, however, that 
in view of the patient’s rapid changes in insulin require. 
ment, and the fact that these changes more or leg 
were related to states which influenced her immological 
mechanism, probably such a factor was responsible for 
the resistance rather than the pituitary. Further, no 
evidence from the eye grounds, visual fields, sella turcig 
films or x-rays of the bones points toward hyper. 
pituitarism. 

I talked the matter over with Dr. Lukens who js 
head of the Cox Foundation in Philadelphia. He said 
that in his opinion irradiation of the pituitary would 
affect the thyrotropic and adrenotropic factor and the 
gonadotropic factor before the carbohydrate metabolism 
factor. I felt we had enough trouble trying to treat 
the diabetes without a complicating deficiency of thyroid, 
adrenal and ovarian hormones, so we did not irradiate, 


’ Perhaps that was a mistake, but I do not believe so, 


As I pointed out in the original paper, I believe the 
basis for the patient’s lack of response to insulin is 
immunologic. 


ACUTE HEPATITIS IN CHILDREN: 
CLINICAL FEATURES AND 
LABORATORY TESTS* 


By C. H. Wess, M.D. 
S. Geo. Wotre, M.D. 
R. T. Lucas, M.D. 
and 
Cuas, E. ANDERSON, JR., M.D. 
Shreveport, Louisiana 


Medical historians of World War II will prob 
ably ascribe to diseases of virus etiology 4 
paramount role in the production of morbidity 
among military personnel and civilian popult- 
tions. With regard to the United States and its 
armed forces, one thinks, for example, of the 


*Read in Section on Pediatrics, Southern Medical Association 
Fortieth Annual Meeting, Miami, Florida, November 4-7, 1946 
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tremendous incidence of hepatitis, pneumonia 
and gastro-enteritis, presumably of virus causa- 
tion, during the war years. Hepatitis first at- 
acted attention with the outbreak of severe 
‘mdice in the training camps during 1942, 
demonstrated to be due to homologous serum 
hepatitis. Later epidemics of infectious hepat- 
itis in vatious theaters of war, especially in the 
Mediterranean Theater, led to the establishment 


of the Hepatitis Commission, which had the op- . 


portunity of studying thousands of cases. 


As a result of these clinical investigations and 
subsequent experimental studies, not only has a 
yirus etiology been established but certain here- 
tofore imperfectly understood clinical and patho- 
logical features of homologous serum hepatitis 
and infectious hepatitis have been elucidated.? * 
The virus or viruses are resistant to heat at 56° 
C. and survive long periods of time at room 
temperatures and in frozen feces or urine. 
They are not affected by the ordinary methods 
of chlorination or 1/2000 merthiolate solution 
but are affected by ultraviolet light. Attempts 
to isolate the organisms have failed and animal 
inoculations have been unsuccessful. Similar 
manifestations in the infected human are pro- 
duced by both agents and the pathologic changes 
of inflammation and necrosis of liver cells with- 
out involvement of the larger bile ducts are 
identical. Both agents are present in the blood 
at some time during the respective disease. The 
mortality rates are comparable and in fatal 
cases the outcome is preceded by severe symp- 
toms of central nervous system origin. 


Certain differences appear. The incubation 
period for infectious hepatitis is less than 40 
days; for serum hepatitis it is 60 to 150 days. 
The onset of serum hepatitis is typically afebrile 
and the temperature usually does not exceed 
100° F., whereas it is apt to be higher in in- 
fectious hepatitis. Contact cases are rare in 
serum hepatitis, frequent in infectious hepat- 
itis From transmission experiments with hu- 
man volunteers, Neefe, Stokes and Gellis® con- 
dlude that each disease produces homologous im- 
munity, but not cross immunity. Transmission 
in serum hepatitis is effected by the injection of 
infected blood or serum, as in transfusions, con- 
Valescent sera or blood serum used as a stabiliz- 
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ing agent (yellow fever vaccine); infectious hep- 
atitis apparently is transmitted in most instances 
by alimentary intake of materials contaminated 
with feces. This method of transmission was sus- 
pected because of observations that epidemics 
of infectious hepatitis are more likely to occur 
under crowded, insanitary conditions. It was 
borne out by feeding experiments with volun- 


- teers and by the careful studies of Neefe and 


Stokes* who traced an epidemic of infectious 
hepatitis in a summer camp to a contaminated 
well which supplied water to the camp. 

We have recently reviewed® 43 cases of acute 
hepatitis from our clinic records, of which only 
one occurred during the ten years prior to 1941, 
while 39 have occurred during the past three 
years (Table 1). Twenty-one of these children 
came from 19 different communities in northern 
Louisiana, northeastern Texas and southern Ar- 
kansas and these indications of a general in- 
crease in prevalence of the disease are borne out 
by the fact that three of these communities, in 
addition to Shreveport, are known to have had 
epidemic flareups, with six to twelve known 
cases of hepatitis in each instance. 

The seasonal incidence in our cases (Fig. 1) 
shows a greater prevalence during June and July, 
but some spread throughout the year. A com- 
parison of age incidence (Table 2) shows that 
21 or nearly half of the affected individuals 
were between six and ten years of age, 15 were 


CASES OF INFECTIOUS HEPATITIS BY YEARS, 
CHILDREN’S CLINIC SERIES 


1934 1941 1942 1943 1944 1945 1946 Totals 


a 1 2 10 
Non-icteric .......... 0 0 0 0 7 
1 1 2 17 


Table 1 


CASES OF INFECTIOUS HEPATITIS BY AGE INCIDENCE, 
CHILDREN’S CLINIC SERIES 


1-5 yrs. 6-10 yrs. 11-15 yrs. Adult 


6 12 3 
9 9 2 
21 
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between one and five years, 5 between ten and 
fifteen years and two were adults (mothers). 
Only one colored child was seen with the disease; 
22 were male, 21 female. 


HOMOLOGOUS SERUM HEPATITIS 


Only three children in our series had re- 
ceived intravenous serum or blood within a year 
prior to development of hepatitis. In 1944, two 
patients developed the disease 60 and 93 days 
after having received 20 c. c. each of scarlet 
fever convalescent serum. However, our record, 
and those of the serum center showed that a 
number of other children were given serum 
from this same lot without developing jaundice, 
whereas the incidence of hepatitis from con- 
taminated serum is usually high. A third child 
received a transfusion 189 days before jaundice 
developed, an interval much longer than the 
accepted limit of incubation; moreover, the 
donor had no history of jaundice and other 
recipients of blood from this donor did not 
develop hepatitis. We consider it unlikely, there- 
fore, that these three patients represent in- 
stances of homologous serum hepatitis. It is 
rather surprising that this disease does not occur 
more often in pediatric practice, in view of the 
frequent use of transfusions and intravenous 
sera, 
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Fig. 1 
Seasonal incidence of infectious hepatitis. 


SYMPTOMS AND CLINICAL COURSE 


Twenty-one of the 43 patients in this serie, 
developed clinical icterus, preceded by a pre. 
icteric stage of acute illness lasting three to 
seven days. Onset of the disease was 
sudden, with temperature elevation of 99-1049 F 
for, two to five days, anorexia, malaise and pro- 
nounced abdominal symptoms in most instances, 
The latter consisted typically of nausea, vomit. 
ing and upper abdominal pain, although consti. 
pation or loose stools, coated tongue or general 
abdominal soreness were occasional complaints, 
Clay colored stools were noted in seven instances, 
Generalized symptoms included headache, rest. 
lessness or irritability, epistaxis in two patients, 
dark colored urine and weight loss. 


Jaundice appeared one to several days after 
subsidence of the fever and varied from mild 
scleral icterus to a pronounced golden yellow 
tinting of the skin, sclerae and mucous mem- 
branes. The average duration was one to two 
weeks, but a few children stayed jaundiced for 
three to four weeks. Anorexia or lack of vigor 
often persisted for a week or more after the 
skin had cleared. 


Twenty children and two mothers, or 51 per 
cent of our series, had nonicteric hepatitis. The 
symptoms were usually milder, with little or no 
fever in many cases. Malaise, fatigue, irrita- 
bility, headache, dizziness and mild abdominal 
complaints were the rule and severe gastro-in- 
testinal symptoms were more infrequent than in 
the icteric group. Acholuric stools were noted in 
five instances; dark urine several times. Pallor 
or sallow color of the skin was present in about 
half of the cases, but definite jaundice of skin 
or conjunctivae was absent. 


RECURRENCES 


Three patients had recurrences at intervals of 
one to three months, as illustrated by the follow- 
ing case report: 

E. W., a white boy 10 years of age, became suddenly 

. ill on June 1, 1946, with nausea, vomiting, abdominal 
pain and temperature elevation to 101° F. Physical 
findings were negligible. Blood examination showed: 
erythrocytes 4,850,000; hemoglobin 12 grams; leuko- 

cytes, 4,100, of which 26 per cent were neutrophils, 54 

per cent lymphocytes, 11 per cent eosinophils. and 9 
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per cent monocytes. Many lymphocytes appeared young 
or abnormal with indented nuclei. The urinalysis 
showed a trace of albumin, positive bile but negative 
bilirubin. 

The initial symptoms continued until June 5, with 
gradual subsidence of fever. On this date the leuko- 
cyte count was 5,250, of which 57 per cent were neutro- 

35 per cent lymphocytes, 3 per cent eosinophils 
and 5 per cent monocytes. Only a few abnormal lym- 
phocytes were seen. The urine was still positive for 
bile. 


By June 7 the temperature was normal but the 
child did not feel well and slight jaundice of the con- 
junctivae and enlargement of the liver were present. The 
urinalysis gave positive tests for bile and bilirubin, the 
qualitative van den Burgh showed an immediate direct 
reaction, the Hanger cephalin-cholesterol test produced 
4 plus flocculation, the serum bilirubin measured 1.4 
mg. and the icterus index S$ units. A diagnosis of in- 
fectious hepatitis was made and bed rest with high 
protein, low fat diet prescribed. On June 24, by which 
time clinical symptoms had disappeared and the child 
was gaining weight, bed rest was discontinued and the 
diet was gradually returned to normal. Urine bilirubin 
tests were then negative and the blood count showed 
6,700 leukocytes. 

After remaining in good health for over two months. 
E. W. again became ill with almost identical symptoms 
on September 15, 1946. On the following day the urine, 
noticeably dark colored, was positive for bile and bili- 
rubin (Gellis-Stokes® method, 7 drops). On September 
17, the icterus index measured 14 units and the Hanger 
test showed 3 plus flocculation. A diagnosis of recur- 
rent acute hepatitis was made and in addition to bed 
rest and diet as before, 3 grams of methionine were pre- 
scribed daily. Icterus of the sclerae was apparent on 
September 20 and persisted for a week. On September 
23 the leukocyte count was 5,700 with 57 per cent 
lymphocytes, 33 per cent neutrophils and 10 per cent 
eosinophils. No malaria parasites were found at any 
time during the entire illness. Bile had dropped to a 
trace and the urine bilirubin was negative. Icterus 
index showed 7 units, but the Hanger test still showed 
4 plus flocculation. By October 25, with clinical symp- 
toms cleared, all urine tests were normal and the leuko- 
cyte count returned to 6,650, the Hanger flocculation 
was reduced to 2 plus. The child now seems to be 
dinically well. 


HEPATITIS CONTACTS 


Within a week after the above child first be- 
came ill, a close friend and playmate, J. M., de- 
veloped suggestive symptoms and, although never 
jaundiced, was found to have positive tests for 
bile and bilirubin in the urine, atypical lympho- 
cytes on blood smear and direct positive van den 
Burgh (Table 6). E. W.’s mother also developed 
non-icteric hepatitis three weeks after his onset. 
Seventeen children who had close play and 
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school contacts with E. W. and J. M. were fol- 
lowed with urine, bile, and bilirubin tests for 
a period of five weeks. Although no others 
developed clinical symptoms and we were dis- 
satisfied with the technic of the bilirubin test 
(Myers”) which we were using at the time, a 
significantly high percentage of these children 
exhibited positive bilirubin tests during this 
period (Table 3), especially ducing the third 
week. If the opportunity presents, we hope to 
follow a similar group of contacts with more 
exacting tests in order to determine whether any 
of the individuals who are exposed to the dis- 
ease can be demonstrated to have liver dys- 
function without having clinical symptoms. It 
has been shown that half or more of those who 
develop hepatitis with definite symptoms and 
demonstrable liver dysfunction do not have ic- 
terus. It is entirely conceivable that another 
large group may have even milder liver injury 
to the point of having positive tests while re- 
maining asymptomatic as well as non-icteric. 


PHYSICAL FINDINGS 


Examination of these children was often un- 
revealing, except for the skin and scleral dis- 
coloration. Enlargement of the liver was re- 
corded in 14 instances; palpable spleen in 7. 
When enlarged, the liver was noted as being 
two to three fingerbreadths below the costal 
margin and occasionally tender. Soreness or 
mild rigidity of the upper abdominal muscles was 
rare. Bradycardia, rash or scratch marks on the 
skin and mild dehydration were other occasional 
findings. These findings, as well as the mildness 
of many symptoms, are in contrast with the 
more pronounced manifestations of the disease 
as experienced in epidemic form among adults 
in the army.! 


HEPATITIS CONTACTS:* URINE BILIRUBIN 
(MYERS’ METHOD) 


Number Number Per Cent 
Tested Positive Positive 


Second week — 
Third week 
Fourth week 
Fifth week —— 


*All of these were classroom and play group contacts with 
E. W. and J. M. No suspicious symptoms noted among contacts. 


Table 3 
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LABORATORY TESTS 


The variable disease picture, the similarity 
of the symptom complex in non-icteric hepatitis 
to other entities and the accumulating evidence 
that the liver suffers damage during many dis- 
eases of childhood®® have stimulated our inter- 
est in discovering which laboratory procedures 
offer reliable evidence of liver dysfunction or 
disease, however mild, yet are adaptable for 
use in any good laboratory. There is no single 
test which is diagnostic of infectious hepatitis 
and a correlation of the clinical picture with 
various laboratory evidences is necessary in ar- 
riving at a diagnosis. 


Urine Examination—Tests for bile and/or 
bilirubin have been positive in all of our cases 
icteric and nonicteric in which urinalyses were 
done. As the patient improves, these tests 
clear before some of the liver function tests are 
normal, so that one can conclude that urine tests 
are of significance in diagnosis, but are not re- 
liable as indicators of complete recovery. 

The bile tests which we use are the nitric 
acid ring test and the old nitric acid saturation 
of filter paper, to which a drop of urine is added. 
For bilirubin we first used Myers’ modification” 
of Franke’s methylene blue test. However, in 
testing the urines of contacts previously men- 
tioned, the percentage of positive tests was so 
high (Table 3) that we tried this test for bili- 
rubin routinely on clinic admissions. As noted 
in Table 4, 12.8 per cent of apparently well 
children and 25 per cent of ill children had posi- 
tive tests. By comparison with these results, 
the hepatitis contacts showed a high percentage 
of positive tests, 50 per cent in the third week, 
but we were not satisfied with the validity of 
these figures. The technic of Gellis and Stokes® 
was adopted which modifies the methylene blue 


ROUTINE TESTS FOR URINE BILIRUBIN (MYERS’ 
METHOD) ON CLINIC ADMISSIONS 
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test as follows: to 5 c. c. of urine, preferably g 
pre-breakfast specimen, are added 2 drops of an 
0.2 per cent aqueous solution of methylene blue 
chloride. If a green color results, more 
of the methylene blue are added and the last 
drop required to convert the green color to blue 
is recorded. If more than 5 drops are required, 
the test is considered positive. Gellis and Stokest 
found close correlation between results of this 
test and the icterus index in 77 cases of hepatitis, 
Using this method for bilirubin and the nitric 
acid saturated filter paper test for bile, we have 
tested 245 urines of 219 children, of whom 107 
were apparently well, 29 had acute illness pre. 
sumably of virus causation and 78 had acute 
illness demonstrably or presumably of bacterial 
origin (Table 5). Bilirubin was recorded as 
positive if more than 5 drops of methylene blue 
were required to revert the color to blue, nega- 
tive if 3 drops or less were required and doubtful 
if 4 or 5 drops were required. Only one positive 
bilirubin test was secured, in a child with acute 
tonsillitis. However, an appreciable number ex- 
hibited positive bile tests with negative or ques- 
tionable bilirubin tests, especially among the 
children acutely ill with virus or bacterial in- 
fections. All children with acute hepatitis tested 
by this method showed positive bilirubin as well 
as bile. We think, therefore, that positive urine 


TESTS FOR URINE BILE AND BILIRUBIN 
(GELLIS-STOKES METHOD) 


No. of Per Cent 

Tests Negative Positive Positive 
Well children ...._ 86 75 11 12.8 
Acute illness _...... 66 49 17 25.7 
Chronic illness — 9 3 25 


3 

25 
= 3s #28 

Well children awh SS 109 3 1 0 
Acute upper resp. inf._..... 9 9 0 0 0 
Gastro-enteritis — 8 4 4 0 
Gingivostomatitis ...... 2 1 1 0 0 
Poliomyelitis ....... 4 4 0 0 0 
Roseola infantum ...-.... 2 1 1 0 0 
Mononucleosis —...... 3 2 1 0 0 
4 1 0 0 
Other acute illness* __ 91 74 13 2 1 


| 


*Includes acute tonsillitis, otitis media, pyuria, pneumonia and 
other presumably bacterial infections. 


Table 5 


Table 4 
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bilirubin tests by the Gellis-Stokes method will 
generally be reliable indications of liver involve- 
ment, and that any error in interpretation may 
fall in the reactions which we list as doubtful 
where 4 or 5 drops are required to return the 
color to blue. Note for example that this occurs 
(Table 6) in acute bacterial infections and acute 
virus gastro-enteritis. Previous reports indicate 
that disturbed liver function during various acute 
illnesses may be demonstrated by positive 
Hanger, hippuric acid excretion® and other 
tests. 

Blood Counts——Complete blood counts in 28 


cases showed that the erythrocyte and hemoglo- 
bin estimations were within the normal range, 


despite the pallor of non-icteric individuals. The 


leukocyte count in uncomplicated cases varied 
considerably, from 3,200 to 15,000 cells per cu. 
mm. Leukopenia was the usual finding, how- 
ever, with 17 of 23 uncomplicated cases having 
leukocyte counts of 7,000 or less. The apparent 
variation in counts may be explained by the 
recent report of Havens and Marck!® who had 
daily blood counts made from adults with ex- 
perimentally induced infectious hepatitis. They 
found that the pre-icteric febrile stage was ac- 
companied by early leukopenia, involving 
lymphocytes and the neutrophilic series, with 25 
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of a total of 26 patients having a leukocyte count 
below 5,000 at some time during the pre-icteric 
stage. By the fourth to fifth day, the lympho- 
cytes rose to produce a relative lymphocytosis, 
while the neutrophils returned to normal by the 
seventh to eighth day. 

In our series, the striking finding on exami- 
nation of blood smears was the appearance of 
abnormal lymphocytes. We had noted lympho- 
cytes of this type in smears of children with 
acute (virus) gastro-enteritis during the epidemic 
of this disease in 1943-44 and came to speak 
of them as having the “virus look.” We were 
struck by the similarity of lymphocytes seen in 
gastro-enteritis and hepatitis during the past 
three years. These lymphocytes (Fig. 2) appear 
slightly young, somewhat large, often with in- 
dented nuclei which have clumped chromatin. 
The cytoplasm contains azure staining granules 
and vacuoles often appear in the cytoplasm or 
nucleus. Barker, Capps and Allen? mention 
that 5 to 20 per cent of the lymphocytes in 
smears from their cases of infectious hepatitis 
were atypical, similar to those of infectious 
mononucleosis. In our experience among chil- 
dren, the abnormal lymphocytes in virus gastro- 
enteritis and hepatitis are less striking than those 
in infectious mononucleosis, rarely showing the 


LABORATORY FINDINGS IN CASES OF NON-ICTERIC HEPATITIS 


Percentage Hanger’s 
Age in Leuk of Icterus Van den Serum floccula- Urine Urine 
Patient years count lymphocytes index Burgh bilirubin tion bile bilirubin 
MM 11 3,950 59 2+ Pos. Pos. 
KM 42 5.8 Pos. 3+ Pos. Pos. 
DW... pinsntnesnsele 8.0 Pos. Neg. Pos. Pos. 
JM 10 21,000** 3s* 8.5 Pos. 1.8 Neg. Pos. Pos. 
MAM il 5,000 52 5.0 2+ Pos. Pos. 
RL 4 6,000 66* 2+ Pos. Pos. 
SS’ 3,200 63* 0.26 3+ Pos. Pos. 
LR Pos. 0.76 Neg. Pos. Pos. 
seen 4.7 Neg. 0.23 Neg. Pos. Pos. 
3 Pos. 0.32 3+ Pos. Pos. 
8,900 18 18.8 Pos. ae. 
Table 6 


= 


€ 
§ 
& 
a 
e 
a 
4 
7 
4 
wi 
4 


(A) Atypical lymphocyte, virus gastro-enteritis. 
(B) Atypical lymphocyte, infectious mononucleosis. 
(C) Atypical lymphocyte, infectious hepatitis. 


“cartwheel” arrangement of nuclear chromatin 
seen in the latter disease, and the vacuoles of 
both cytoplasm and nucleus are likely to be 
less numerous but larger in the first two dis- 
eases than in the latter. Havens and Marck” 
noted similar unusual lymphocytes in experi- 
mentally induced hepatitis, saying that they are 
similar to cells seen in measles and German 
measles, as well as infectious mononucleosis. — 


Liver Function Tests—Various reports have 
indicated that any or all of the numerous liver 
function tests may be disturbed during acute 
hepatitis and for the average clinician it is best 
to choose a few upon which he can rely. We 
have found the icterus index to be largely con- 
firmatory, since it parallels the degree of clinical 
icterus. The van den Burgh appears to be of 
more value, as a positive direct reaction usually 
occurs even in non-icteric cases, and it is help- 
ful in differentiating acute hepatitis from hemo- 
lytic blood dyscrasias. Quantitative serum bili- 
rubin exceeded 2 mg. in our icteric patients, but 
in six non-icteric patients it was below this 
figure. Serum protein determinations showed de- 
creased albumin and elevated globulin values in 
two instances. During the past two years we 
have used Hanger’s cephalin-cholesterol floccu- 
lation test, finding it positive in all icteric cases 
in which it was used, as well as in 8 of the 12 
non-icteric cases. We have not used the brom- 
sulfalein or thymol turbidity tests which were 
reported in some of the Army series! 1 to be ex- 
tremely reliable and sensitive tests. 


The non-icteric cases offered the greatest di- 
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agnostic difficulties. Table ¢ 
shows the laboratory fing. 
ings in 11 of these and jp. 
dicates that blood examina. 
tions, urine bile and bilirubin 
tests, Hanger’s flocculation 
and qualitative van dep 
Burgh were of diagnostic 
value in non-icteric hepatitis, 
PROPHYLAXIS AND 
TREATMENT 
Since infectious hepatitis 
is a contagious disease with 
gastro - intestinal transmis. 
sion, care must be taken that 
excreta are properly disposed of. Children should 
avoid contact with the infected individual. Water 
and food supplies must be guarded in the pres- 
ence of an epidemic. 

Individuals with a history of jaundice should 
not be used as donors for blood or sera. It is 
possible that ultraviolet exposure oi sera may be 
used in the future as a safeguard. 


Stokes and Neefe™ have advocated the ad- 
ministration of gamma globulin to contacts in 
the presence of an epidemic, finding that 0.15 
c. c. per pound of body weight up to maximum 
of 10 c. c. given in a single injection, reduced 
the incidence of the disease and modified the 
illness in those not fully protected. 


Early and complete rest is advisable until 
symptoms have cleared, the liver is no longer 
tender or enlarged and most, if not all liver 
function tests, have returned to normal. If symp- 
toms recur, immediate resumption of bed rest is 
essential. 

The diet should be high in protein, low in 
fat, with adequate carbohydrate and vitamin in- 
take. Miller, Whipple, Gyorky and others ™ 
have shown experimentally that a high protein 
diet is far more protective to the liver than a 
high carbohydrate diet and that the sulfur con- 
taining amino acids, methionine or cystine plus 
choline, are the particular components of the high 
protein diet which protect the liver. Foods 
which are high in methionine are casein, egg 
white and serum albumin. From a clinical 
standpoint, skimmed milk in abundant amounts 
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would be the most acceptable way of giving this the conclusion seemed inescapable that we were 


substance. 

Eddy” of our city has reported that methio- 
nine is of value in the treatment of toxic hepat- 
itis of chemical origin and through his efforts 
a supply has been available to us. We have 
given it to several children with infectious 
hepatitis in dosage of 2 to 3 grams daily, ap- 
parently with good results. 


DISCUSSION 


Our experience indicates that, along with the 
severe epidemics of infectious hepatitis experi- 


enced by the armed forces, there has been a~ 


considerable increase in so-called “catarrhal 
jaundice” or the endemic form of infectious hep- 
atitis, among the civilian population. The in- 
creased number of non-icteric cases, especially 
frequent among the younger children in our se- 
ries (Table 1) which we have been able to 
diagnose by a combination of clinical suspicion 
and careful diagnostic tests, points up a general 
problem in pediatric diagnosis. 

For the past four or five years it appeared that 
we were encountering increasing numbers of chil- 
dren who were ill with bizarre clinical pictures 
which failed to fit the accustomed categories of 
acute disease. In some, respiratory symptoms 
predominated, yet the blood picture, x-rays and 
clinical course were quite different from those 
observed in ordinary upper respiratory infec- 
tions. Moreover, smears and cultures failed to 
demonstrate organisms which could be incrimi- 


nated with certainty. Other atypical cases were. 


characterized by a predominance of central ner- 
vous system signs: hyperirritability, flushing and 
sweating, personality changes and questionably 
stiff neck. Yet others presented obscure gastro- 
intestinal symptoms: fever, vomiting, diarrhea, 
abdominal pain and tendency to clay colored 
stools. During the past summer, especially, 
there was a fourth group exhibiting hyperpyrexia 
in the absence of other demonstrable signs ex- 
cept occasional headache, lasting 3 to 5 days and 
clearing as mysteriously as they developed. None 
of these illnesses showed response to sulfonamide 
or penicillin administration. 

When it became apparent that these syndromes 
tended to occur in epidemics of variable extent, 


dealing with infectious agents not identifiable 
by ordinary diagnostic means. Although wary 
of the tendency to ascribe virus causation as a 
result of negative evidence alone, it seemed to 
us that, as a working hypothesis or from a prag- 
matic position, we were justified in the assump- 
tion of virus etiology of the type of cases men- 
tioned. 

If these several types of childhood infections 
are caused by viruses, what relationship do they 
bear to proven virus diseases? Could they repre- 
sent in children the borderline or subclinical 
counterpart of more easily defined conditions as 
they occur in older individuals? There is con- 
siderable evidence that this may be the case. It 
has been shown repeatedly that the adult popu- 
lation regularly contains antibodies to a wide 
range of viruses to an extent not present during 
childhood.1* This would appear to imply that 
prior subclinical infection occurred during child- 
hood. Moreover, it has long been recognized 
that most infectious diseases, virus or otherwise, 
are considerably milder in children. As Burnet?” 
put it, 

“In childhood the effectiveness of response to infection 
increases and there is hardly an exception to the rule 
that any infectious disease met for the first time will 
show a lower average severity in well nourished children 
of ages 6-12 than in any other age group. With some 
diseases the difference is striking. Clinical psittacosis 
is almost unknown in this age group and in the 1918-19 
pandemic of influenza, deaths in childhood were negli- 
gible in comparison to high mortality in young adults.” 

According to this view, our borderline cases 
might well be identifiable at a later age as pri- 
mary pneumonia, infectious hepatitis, encephal- 
itis or various other virus diseases. 

Assuming the correctness of this reasoning, is 
there any way for the average practitioner to 
separate these atypical virus diseases from the 
more ordinary types of infection in children? 
Few of us have the time or equipment to perform 
neutralization or complement fixation studies. 
The body tissues furnish little help, in view of 
the recognized protean nature of virus infections. 
Actually, detailed study will often show organic 
involvement remote from those organs which 
were formerly thought to present the typical 
pathology of a given virus disease. The demon- 
stration of hepatic involvement in all cases of 
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infectious mononucleosis! in which evidences of 
liver damage have been investigated, is a case 
in point. Respiratory or neurological involve- 
ment is not unusual in infectious hepatitis, as in 
other virus diseases; two children in our series 
had siblings ill several weeks before, one diag- 
nosed as virus pneumonia, the other as acute 
upper respiratory infection, yet having clay 
colored stools during their illness. Many other 
evidences of the protean manifestations of virus 
infections could be cited. 

We believe that the blood smear is often help- 
ful, during infancy and childhood, in identifying 
these cases as being of virus etiology, in addi- 
tion to the known tendency toward leukopenia 
or relatively low leukocyte counts. We refer to 
the atypical or so-called “leukocytoid” lympho- 
cytes first described as being the characteristic 
cell in infectious mononucleosis. We suspect 
that similar cells may be present in significant 
percentages in many other virus infections dur- 
ing childhood. The apparent refutation that 
such cells have been described in only two or 
three virus diseases in older age groups may be 
explained by the known lability of bone mar- 
row response in childhood, particularly with re- 
gard to the lymphocytic series. Further, it is 
not improbable that were these pathologic 
lymphocytes searched for more carefully, their 
presence in other virus diseases could be demon- 
strated. 


Realizing that we may be accused of ro- 
mancing on the subject of virus diseases and 
fully aware of the fact that a virus etiology has 
been ascribed to many diseases without adequate 
proof, our clinical experience would seem to force 
an increasing awareness of the possible virus 
causation of any acute illness during childhood 
not obviously due to bacterial etiology. At the 
very least, we invite attention to this concept 
with the hope that others may identify a com- 
mon clinical substrate which will aid in the 
recognition of virus disease in its atypical forms. 
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DISCUSSION (Abstract) 


Dr. Edgar W. Stephens, West Palm Beach, Fla—Due 
to the relatively few and mild initial symptoms and to 
the almost absence of physical findings in the non- 
jaundiced case, the diagnosis of this condition is 
often not even suspected. Unless the clinician has re- 
cently dealt with the more severe, that is, jaundiced, 
cases or is living in a community where a series of 
cases of hepatitis has occurred, it is understandable that 
the diagnosis may not even be suspected. Since these 
cases are not necessarily or usually hospitalized ade- 
quate laboratory diagnosis obviously is not made. There- 
fore, one would not seem presumptuous in assuming 
that the true incidence of hepatitis in children far ex- 
ceeds the reported incidence. 

Dr. Webb has mentioned the increasingly large num- 
ber of cases of hepatitis and virus type gastro-enteritis 
occurring in the armed forces. Another group in which 
this type of infection has found a fertile field has been 
observed in my own county. In Palm Peach County, the 
incidence of hepatitis among native Floridans and tour- 
ists has been relatively low. However, among a group 
of imported Jamaican Negroes who live in several farm 
colony camps scattered over the county, numerous 
cases have been reported. 

This increased number of cases among these people 
may be attributed to their mode of existence such as 
common source of basic or staple foods and water sup- 
ply. However, it has also been repeatedly demonstrated 
that these island people are virgin to any type of virus 
infection. Severe epidemics of measles, mumps, and in- 
fluenza occur frequently and are attended by higher 
mortality and morbidity rates than are observed in 
native mainlanders. This sensitivity to all virus type 
infections and the ease of control of these people, have 
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presented an ideal experimental group for the study of 
Dr. Webb’s description of the changed appearance 
noted among lymphocytes which has also been reported — 
by other workers calls for extensive investigation and 
discussions which are obviated by our limit in time. 


These changes have not been noted by our local 
pathologist. among other virus type infections, among 
which have been noted a large number of cases of 
yirus or atypical pneumonitis. 


The close similarity between these atypical lympho- 
cytes noted by Dr. Webb and the cells observed in true 
mononucleosis give rise to the speculation that mono- 
nucleosis may be a “blanket-term” used now to describe 
a large group of virus infections which subsequent study 
may prove to be closely interrelated. Jaundice is not 
an infrequent observation in mononucleosis nor is liver 
damage. 


1 am interested to learn whether Dr. Webb was able 
to do heterophile antibody studies on any of his cases 
of hepatitis. 


We are in accord with Dr. Webb regarding the mul- 
tiplicity of liver function tests available for evaluation of 
these cases. Since no one test has been shown to be 
more than 40 per cent efficient in all hands, personal 
choice of tests is acceptable. We prefer Harrison’s 
spot test to the methylene blue test for bilirubin. 


By the time the diagnosis of acute hepatitis can be 
made clinically, that is, by the time liver function tests 
show signs of liver damage, it is probable that “the 
barn has already been burned.” Therefore, prophylaxis 
should be our goal. 


Dr. Harry M. Gilkey, Kansas City, Mo.—A review of 
the cases admitted in Kansas City reveals a very low 
incidence. However, our seasonal distribution was 
later than here, in November. 


I would like to ask Dr. Webb about the association 
of brucellosis. 


Dr. Lesesne Smith, of Spartanburg, South Carolina, re- 
ported a case six years old treated with choline 
chloride. 

We are indebted to the Children’s Clinic of Shreve- 
port for a good working method in the diagnosis, treat- 
ment, and association with other virus diseases in liver 


Dr. Webb (closing).—It certainly is true that di- 
agnostic difficulties will be encountered, particularly 
since it is being discovered that an increasing number 
of virus diseases disturb liver function. I am not sure 
that we or anyone else has the complete answer by 
which one can distinguish mild cases of infectious 
hepatitis from other virus diseases with disturbed liver 
function. Certainly a number of factors must be taken 
into account, particularly the evidence of endemic cases 
Producing a sequence of infected individuals. 


Fortunately, from the standpoint of treatment, this 
definitive diagnosis does not make a great deal of dif- 
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ference since any evidence of liver injury should lead 
to the type of treatment which we have outlined above. 


We have noted no particular association of hepatitis 
with brucella. 


NARCOSYNTHESIS IN CIVILIAN 
PRACTICE* 


By James S. New, M.D. 
and 
ALex R. KELty, Jr., M.D. 
Augusta, Georgia 


Prior to the first World War psychiatry was 
almost unknown to the public, as so often has 
been pointed out. Since then it has been better 
understood and has not been isolated from medi- 
cine. With the last war, physicians in general 
have had brought to them vividly the prevalence 
of personality disorders and the serious need 
for psychiatric help in a large proportion of all 
their patients. One may be dubious, or opti- 
mistic, in estimating the advance of effectiveness 
in psychiatric procedures. However, it is not 
difficult to realize the advance of psychiatry in 
its recognition as a desperate need in medicine, 
perhaps as medicine’s greatest need. 

No psychiatric method has been so vigorously 
publicized during this period as the use of intra- 
venous barbiturates as a means of facilitating 
psychotherapy. This method, as described by 
Grinker and Spiegel! under the term narcosyn- 
thesis, was extensively used in disorders arising 
under combat conditions and was in general re- 
garded as very effective. Under other terms, 
such as narco-analysis? and chemical hypnosis 
similar procedures have been previously de- 
scribed. It is generally recognized that the drug 
is used not as a direct therapeutic agent in the 
ordinary sense, but as a means of enabling the 
patient and the physician to work according to 
fundamental psychiatric principles toward a so- 
lution of the personality problems. ; 


*Read in Section on Neurology and Psychiatry, Southern 
Medical Association, Fortieth Annual Meeting, Miami, Florida, 
November 4-7, 1946. 


*From the Department of Neuropsychiatry, 
Georgia School of Medicine, Augusta, Georgia. 


*This work was supported by a grant from the United States 
Public Health Service. 
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In view of the fact that, while narcosynthesis 
is in general recognized as valuable in combat 
neuroses, some workers® report little or no help 
from it with patients showing the well known 
clinical syndromes of civilian life, it seems 
worthwhile to discuss our experience with two 
hundred and fifty cases treated by this method. 
Our material consists of patients treated on the 
psychiatric service of a general hospital, ap- 
proximately half having been admitted for short 
periods (a week or ten days), the others being 
handled as out-patients. Most of these come to 
us from considerable distance and few among 
them are able to afford prolonged psychotherapy 
even under the most economical arrangements 
available anywhere in the nation. Like most 
men in private practice, we have been faced with 
an ever-increasing load of patients all of whom 
genuinely need aid. Even if the bulk of our 
material represented those who could afford 
prolonged therapy over months, time would not 
be available to treat in this way more than an 
almost negligible minority. In view of these 
conditions, which we believe prevail throughout 
the United States, any method offering the pos- 
sibility of shortening or facilitating therapy de- 
serves consideration. Any claims for narcosyn- 
thesis which our report may imply are not offered 
for it as an ideal procedure to replace psycho- 
therapy extending over many months, but as a 
procedure not only helpful in conjunction with 
longer methods, but also in some cases effective 
when only a minimum of time is available and 
nothing else can be done. 


Little need be said about method, since this 
already has been described by others in detail. 
From the experience of one of us with its use 
in 300 servicemen in the European Theater of 
Operations, as well as from our experience with 
a comparable number of civilian patients, it is 
our opinion that sodium pentothal is the drug 
of choice for acute disorders of the traumatic 
type, and sodium “amytal” for the usual case in 
non-military psychiatric practice. It seems ad- 
visable to mention the few precautions we think 
important for safety but which have been little 
stressed in the literature. A preliminary dose 
of atropine sulphate (grain 1/150) appears to 
diminish greatly the possibility of laryngospasm. 
A supply of oxygen, with bag and mask for 
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artificial respiration, should be immediately 
available as a further precaution against the 
slight risk of laryngospasm and against Tespira- 
tory failure. 

In our practice each treatment consists of 
first, a preliminary interview in which the pe. 
tient’s symptoms and problems are discussed, a 
history obtained and the procedure explained, 
Then, on another occasion, sodium “amytal” js 
administered, usually until the patient is suffj. 
ciently narcotized but still can reply to ques. 
tions. It has been our impression that 
thesis is more effective if administered early in 
the morning when both the patient and the 
therapist are emotionally fresh. The value of 
confidence and genuine optimism on the part of 
the therapist can scarcely, it seems to us, be 
overstressed. As in the induction of ordinary 
hypnosis, where confidence based on past suc- 
cesses seems to play a vital part in a different 
but also a complex relation, so in therapy under 
narcosis, personal factors, difficult to describe 
or explain, have seemed to us important. The 
length of the interview with the patient under 
the drug varies, but usually lasts an hour, dis- 
cussion beginning while the patient’s conscious- 
ness is deeply altered and continuing after it 
has become relatively clear. A subsequent con- 
ference is held twenty-four or forty-eight hours 
after the drug has been used and, if possible, the 
patient is seen again for a follow-up interview 
after a week or two. Sometimes only one treat- 
ment of this sort is followed by satisfactory re- 
sults but more often it is desirable for the entire 
procedure to be repeated several times. 

There is little that we can express about what 
happens when favorable changes occur that 
would add to what Grinker! and others have 
written. Sometimes, but far less often than in 
combat cases, a specific experience is uncovered 
and intensive emotion is expressed in abreaction. 
Sometimes a violent affective discharge occurs 
in relation to material previously elicited during 
consciousness without comparable reactions. It 
has seemed to us wise for the therapist to take 
an active role, prompting and encouraging the 
patient to work through significant material, 
offering support where the personality feels it- 
self threatened, and suggesting solutions for prob- 
lems which to the patient, caught often in the 
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vicious cycle of his emotions, seem insurmount- 
able. An attempt is made to use suggestions, 

icularly in cases where this seems applicable, 
and reassurance, as well as to synthesize for the 
patient, insofar as it is possible, his total situ- 
ation with reference to causal factors and avail- 
able solutions. During the interview, after most 
eiects of the drug have worn off, the material 
is reworked and often a plan for changing daily 
routines and negative habits of thought and be- 
havior is offered. 

In our experience beneficial results have been 
maximum in degree and most frequent in anxiety 
states; but patients showing a wide range of dis- 
orders that run through the entire spectrum of 
what is ordinarily regarded as constituting the 
psychoneuroses, including impotence and frigid- 
ity, have made us feel that narcosynthesis has 
contributed substantially to improvement. In 
neurasthenia and severe obsessive - compulsive 
cases, particularly those of long standing, results 
have been less gratifying but not in our opinion, 
by any means negligible. 

Occasionally we have felt that the procedure 
gave substantial help in the management of 
psychotic patients. In a manic-depressive case 
with severe depression and extreme tension and 
who could not, because of serious coronary dis- 
ease, be given electric shock, tension was broken 
and suffering considerably relieved. This pa- 
tient, prior to treatment, had actual pain from 
the constant muscular hypertonus in which he 
remained. A number of frank psychoses, varied 
in type, have, after improving with shock 
therapy, seemed to make further progress with 
narcosynthesis, 

Typical cases in which this brief procedure 
impressed us as contributing greatly to the so- 
lution of serious problems are: 

Case 1—A twenty-year-old girl came with com- 
Plaints of extreme “nervousness,” rapid heart beat, in- 
creased blood pressure, spectacular blushing and sen- 
sations of hot flushes in her skin. Though these mani- 
festations occurred even when she was alone, they were 
exaggerated when in the presence of others and particu- 
larly in the presence of strangers. The duration of the 
illness Was approximately seven years, and she could 
consciously give nothing in the history which suggested 
a Possible etiology. She had been brought up very 
strictly and had no realistic knowledge of human sex 

ehavior and sex attitudes. During the initial inter- 
view, it was noted that she became extremely appre- 


NEW AND KELLY: NARCOSYNTHESIS 351 


hensive, developed an erythema which covered the en- 
tire face and arms, a pulse rate of one-hundred sixty, 
and a blood pressure of one-hundred sixty over ninety. 
She had finished high-school and felt attracted towards 
the opposite sex, but had been unable to enjoy social 
relations or to work, and remained at home because of 
her handicaps. She had experienced strong sexual urges 
but was confused and dismayed by them and tried to 
ignore or suppress them as much as possible. In the first 
interview, under “amytal,” she recalled having been 
led into sexual relations during childhood with a boy 


‘scarcely more mature in his attitude than she, but ag- 


gressive and loveless in the approach and in the act. 
The experience had terrified her and left her with a 
heavy burden of shame and guilt. Later she witnessed 
the sexual act between her mother and father and her 
bewilderment was increased. With no sound informa- 
tion to guide her, she regarded this act, like what had 
occurred to her earlier, as ruinous and deplorable. Her 
parents themselves had repeatedly told her of the 
“dirtiness and sin” of sexual behavior and she was 
without means of evaluating what she saw them do as 
otherwise. Her symptoms began shortly after this ex- 
perience. Positive suggestion and reassurance were 
given and an explanation was attempted but she could 
not accept this as adequate. She continued to present 
the original symptoms until the third treatment. At 
this time she showed real improvement and was able 
to talk freely about her difficulties in a conscious state, 
After the fourth narcosynthesis she was sufficiently re- 
lieved to return to her home. She immediately got a 
job and has been virtually free of symptoms. Occa- 
sionally she feels that she is getting hot but remains 
free from the palpitation and erythema that had for so 
long distressed her. Her anxiety has disappeared and 
she feels better than at any time in the past seven 
years. 


Case 2.—A thirty-six-year-old married woman came 
complaining of severe anxiety, tension, insomnia, and a 
specific and almost constant fear that her three-year- 
old child would die. She had lost her appetite and her 
ability to concentrate. Whenever the child fretted or 
cried, she grew critically apprehensive and feared that 
something dreadful would happen. She sharply visualized 
the child’s falling into convulsions and dying before 
her eyes. Consciously she could give no reason for 
this fear except to say that her sister had died seventeen 
years previously in convulsions which had begun after 
an automobile accident. The patient had nursed this 
sister for three years before her death and had seen her 
in numerous seizures. She had suffered from severe 
urticaria, hay fever and asthma since the time of her 
sister’s disability. She had been in the automobile at 
the time of the accident but was, herself, unhurt. In 
the initial interview under sodium “amytal,” she ex- 
perienced an intense abreaction in which she relived 
the experience of her sister’s death and described the 
casket, details of the funeral arrangements, and so on. 
During this time she went through a violent affective 
experience crying, screaming, and panting. Following 
the “amytal” interview, she was very uneasy for several 
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days and became disturbed over the explanation offered 
by the therapist. Two subsequent ‘“amytal” inter- 
views were necessary and each time she abreacted in re- 
lation to her sister’s death. She then became entirely 
calm, began to sleep well, and lost all her abnormal 
fears concerning the baby. The allergic symptoms of 
hay fever, urticaria, and asthma entirely disappeared 
and did not recur even during the spring, which had al- 
ways been her worst season. Eight months after her 
treatment she remains completely free of all symptoms. 


Case 3—A man, thirty-eight years of age, came for 
help because of severe obsessive-compulsive manifesta- 
tions of some fifteen years duration. When first seen, 
he was in obvious anxiety, had not slept satisfactorily 
in three months and was unable to continue his job in 
a cotton mill. For fifteen years he had found it neces- 
sary to be very meticulous. He always placed his garden 
tools in a definite position, and sedulously removed all 
spots, trash, small bits of paper from them. He had 
to keep all the articles on his table in precise order and 
felt impelled to check repeatedly and make sure nothing 
was out of line. Though he knew better, he felt all this 
was necessary to prevent an unknown sudden disaster 
from befalling his seven-year-old son whom he adored. 
He had terrific fears that he would become “insane” and 
kill his son or wife. Horrifying dreams and night- 
mares beset him throughout the nights. Following the 
first narcosynthesis, he reported himself greatly re- 
lieved of his fears concerning his son, that he had be- 
come able to sleep soundly and without nightmares. The 
compulsion to move the garden tools and other articles 
now was only slight and he felt his son’s safety was se- 
cure. Over a period of some four months he was given 
five treatments, coming at intervals as an out-patient. 
At the present time he is completely free of symptoms. 


Case 4.—Mrs, M.., age fifty-five, was admitted to the 
hospital with aphonia of some seven months’ duration. 
She also showed a severe contracture of the right hand 
which was reported to have been present for twelve 
years. A combination of sodium “amytal” interviews 
and ordinary hypnosis completely restored her voice 
and full use of the paralyzed right hand. The conflicts 
brought out in this case and the methods of handling 
them were complicated and the personality back- 
ground of the patient odd and immature. In such a 
case one cannot say that recurrence is unlikely, but it 
was our impression that narcosynthesis served as a use- 
ful tool to accomplish a result more promptly than 
could have been done otherwise. 


Case 5—An unmarried girl, twenty-two years of age, 
came complaining of disability that had become almost 
total. For six years she had been seriously handicapped 
by obsessive thoughts and fears centered about the 
idea that male urine, of which she spoke more vaguely 
as a “discharge,” might in some way get on her and, 
more particularly, might get into her food. She also 
feared that she might do “something horrible” if left 
alone with a man, even if left with her father. Some 
articles of food, especially wiener sausages, bananas, and 
mayonnaise dressing, she would not eat or even touch. 
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She also feared even remote possibilities of contact with 
persons who might, by extreme efforts of the imagination, 
be thought to have passed near an undertaking estah. 
lishment and so have touched others who have touched 
dead bodies. She had been restricted in her activy: 
never having dates with boys, doing no work and never 
letting herself be alone, because, she said, she 
witnesses to reassure her she had not done any of the 
forbidden things. During narcosynthesis she brought 
out a vivid sexual dream that had occurred at age six. 
teen, a dream in which she was having intercourse with 
a man and experienced orgasm. She recalled intense 
shame and fear that followed this dream and made it 
clear that her symptoms also followed. She also di 

a slightly later experience in which she had actually used 
a wiener sausage to masturbate. She expressed her guilt 
feelings at length under the drug. After several treat. 
ments she reported herself much improved, according to 
her own estimate between 50 and 75 per cent. Though 
still with many anancastic symptoms, she is greatly re. 
lieved of the former anxiety, has dates, works, and has 
even traveled alone by airplane. 


Case 6.—This unmarried woman, thirty-three yeas 
of age, who sought help for anxiety, insecurity and fre. 
quent attacks of physical illness in which emotion 
factors apparently played a major role, actually dis. 
closed strong evidence of a paranoid psychosis, expres: 
ing delusional beliefs about being involved with foreign 
spies and about other elaborately rationalized unrealities, 
After several treatments by narcosynthesis she is work- 
ing regularly, expresses herself as being far happier 
than she had been in years, and has, for many months, 
been free of physical symptoms that before had fre 
quently confined her to bed. We do not believe that 
her underlying psychotic disorder has been cleared up. 
She has ceased to express the delusional ideas and it has 
seemed judicious not to make active efforts to elicit 
them. She has, however, been free of the symptoms 
that caused her conscious distress and is making a far 
better adjustment. 


Case 7.—This married woman of fifty-two years il- 
lustrates our not rare experience with patients who 
neither bring out any material under “amytal” that 
seems significant nor release any particular flood of 
emotion and, yet, who make gratifying improvement. 
For three years she had suffered with persistent anxiety, 
feared to meet people or mingle in gatherings, dreaded 
to leave the house, and could not bring herself to drive 
the automobile. She also was troubled with insomnia, 
anorexia and with rather unusual brief spells which 
she referred to as “flips.” These often occurred from 
twenty to thirty times a day. They were described asa 
sensation “as though my heart turned over” and made 
her feel that she would fall. Though somewhat u- 
certain on this point, it seemed to her, she said, that 
consciousness was, if not lost, at least altered for a 
instant. She expressed a lack of faith that anything 
could be done to help, and showed little interest in the 
proposed treatment. The interview under the drut 
seemed so irrelevant and unpromising that the therapst 
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jomsaw total failure. In fact the patient herself tele- 

next day to express her disappointment and, at 
the same time, cancelled her appointment for the follow- 
up interview. On the next day, however, she enthusi- 
gtically reported, saying that she was entirely well. 
Four months have passed and she is still completely 
free of symptoms, leading an active life. 

In this series of cases there were three whom 
we believed to be malingerers. They agreed to 
narcosynthesis, but rather reluctantly, and it was 
the impression of the therapist that they fully 
intended not to talk under the drug. In all 
three instances they remained mute even though 
under deep narcosis. Occasionally we have ad- 
ministered treatment in patients who were not 
eager to take it and found the same total lack 
of cooperation during the procedure. Obviously 
none of these showed improvement. 

Narcosynthesis has often proved extremely 
beneficial as a follow-up to electric shock therapy 
in those patients who originally showed a great 
deal of anxiety. Three to four weeks following 
the last shock seems to be the ideal time. 


SUMMARY AND CONCLUSIONS 


On the basis of experience with approximately 
three hundred cases of acute war neuroses and 
asimilar number of civilian cases suffering from 
a wide range of disorders usually classed as 
psychoneurotic or psychosomatic, it is our im- 
pression that narcosynthesis is of great value in 
therapy. Many cases obtain relief from a treat- 
ment demanding only a few days. With many 
others the period of therapy, though longer, is 
substantially shortened. It is our belief that 
narcosynthesis is one of the most practical and 
useful procedures available in psychiatry, par- 
ticularly with non-institutionalized patients, who 
are extremely numerous and for whom satis- 
factory treatment is not otherwise available. 
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DISCUSSION (Abstract) 


Dr. Maurice H. Greenhill, Durham, N. C—The 
provocative report of Dr. New and Dr. Kelly represents, 
as far as I know, the first comprehensive investigation 
on narcosynthesis in civilian practice made since the 
war. The efficacy of the use of intravenous barbitu- 
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rates in acute traumatic reactions in combat personnel 
cannot be denied, but I am sure that there are many 
of us who are of the belief that in civilian psychiatry 
the use of this method is sharply circumscribed. That 
is why I looked for statistical data and controls in the 
Paper we have just heard, for I believe there is danger 
in over-selling narcosynthesis. 

These points come to mind in this regard: first, in 
skilled hands such as those of the authors, I would of 
course have no fears. But there is sufficient evidence 
to show that there are others who consider it a 
panacea by virtue of the fact that they use the method 
as support for themselves in their inadequate psychiatric 
training. 

This applies mainly to general medical officers and 
some neurologists who did some psychiatry in the 
service, and the young men who had the three-months 
psychiatric courses in the Army and Navy. Men in 
these categories who are in the postgraduate psychiatric 
training program with us at Duke are surprised to learn 
that they can generally get as good results, and some- 
times better, without narcosynthesis, and that often 
the method does not apply at all. 


Second, narcosynthesis never should be a substitute 
for skilled psychotherapy. That is why I looked for a 
control group in the paper. We have found that the 
method is applicable in acute traumatic states to 
bring up repressed material immediately, in tension 
states to bring out suppressed material if one has little 
time, and in certain psychoses for purposes of explora- 
tion but not for therapy. 

Even here, highly skilled interviewing technics often 
yield as speedy results. In most other conditions, the 
method of narcotizing the patient is an added procedure 
without which the same materials might have been 
secured. 


Third, I should like to ask the authors about the 
percentage of cases in their series in which the method 
was of no avail. Usually in the non-acute psycho- 
neurotic states seen in civilian life, the patient sets 
the tempo of the treatment. He cannot be hurried in 
giving up anxiety-laden material. It is difficult to 
conceive of his giving up such material precipitously 
without reactions which jeopardize the transference re- 
lationship. We have occasionally had to handle panic 
reactions started by an innocent therapist in this way. 

So much for the dangers inherent in the use of narco- 
synthesis in civilian practice. 

Now, there is certain material in the paper of Dr. 
New and Dr. Kelly which suggests a fact of consid- 
erable interest, and one about which I have wondered 
for some time. We have all seen rare cases such as 
Case 3, the tense compulsive-obsession, Case 5, the 
tension depression, and Case 6, the tense paranoid, who 
are somewhat relieved by intravenous barbiturates. I 
am mindful furthermore of the authors’ statement that 
abreaction is experienced “sometimes, but far less often 
than in combat cases.” Does all this suggest that intra- 
venously barbiturates might have a specific effect upon 
tension, and perhaps, after all, may have little effect 
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from a psychological manipulative standpoint? Only 
when this fact has been studied with sufficient data 
will some of us willingly accept narcosynthesis with the 
claims made for it during and since the war. 


I have two further queries of the authors. Why 
does sodium “amytal” appear to be the drug of choice 
in civilian cases, and sodium “pentothal” in combat 
cases? And secondly, have they any explanation for 
their statement that sometimes under sodium “amytal” 
a violent affective discharge occurs in relation to the 
material previously elicited during consciousness with- 
out comparable reaction? 


Finally, I should like to commend the authors for 
focusing attention upon the very real problem facing 
many of us who practice psychiatry in the South. By, 
virtue of scattered population and large rural areas, 
we have our patients for only a short time. We must 
begin to pool our experiences in this regard and to 
arrive at the best methods of handling the problem. 


Dr. New and Dr. Kelly have offered narcosynthesis 
as a means of meeting the problem with real stimulation 
in interest in this method. I have simply, in approv- 
ing their approach, thrown a word of caution into the 
discussion, and hope that selective narcosynthesis may 
be applied to the problem, with emphasis upon the word 
“selective.” 


Dr, Kelly (closing) —We probably all agree with Dr. 
Greenhill that perhaps we are over-selling narco- 
synthesis in this paper. It seems to me that it is going 
to be one thing which can be much more widely used 
in the future than it has been in the past in civilian 
practice, though perhaps not used so widely as the im- 
pression one may get from our paper. 


I have not been in psychiatry very long, and am not 
very familiar with the amount of time that ordinary 
conscious psychotherapy with most psychoneurotic pa- 
tients would take. It seems to me that narcosynthesis 
may greatly shorten the amount of time necessary 
in the treatment of a patient. By that fact alone, 
it would enable very many people to get treatment who 
otherwise would have to get along without it. 


We believe that narcosynthesis can play a big part 
in psychotherapy. Like other procedures in all branches 
of medicine, it ought to be used with certain cautions 
and ought to be restricted to capable hands, but we 
do believe it has a wide range of usefulness. 


I am sorry that we cannot give any statistical data 
about the number of people we considered improved and 
the number who were not helped in comparison to the 
results obtained by ordinary conscious therapy. I have 
no figures available for that. 


In regard to the question of why “amytal” seems 
better in civilian psychoneurosis, that is probably just 
an opinion. Dr. New treated quite a few soldiers, and 
with them he thought that sodium “pentothal” gave 
better results. In civilian cases possibly because of the 
more prolonged hypnosis, “amytal” seems to give better 
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results than sodium “pentothal.” I cannot give you 
any more plausible specific reasons for that, 


The question as to why there is a great 

and affective discharge under “amytal” over 

which had already been brought out consciously wil] 
again have to go unanswered. I have no proved ey, 
planation but one can surmise that under narcosis the 
affective dimensions of experience might emerge which 
in the ordinary conscious state are repressed despite 
the patients’ ability to recall the verbal aspects of these 
experiences. It has happened a few times in our ex. 
perience. 


Dr. New (closing).—I should like to add one word 
on the question concerning “pentothal.” I believe ip 
the case’of acute war neurosis, all of the material which 
was causing the present symptoms was so near con. 
sciousness that “pentothal,” being a very light drug and 
shorter-acting, enabled the therapist to bring them 
out much more easily. 


I tried quite a number of cases of war neurosis with 
“amytal” and could not govern them nearly so well, 
In the civilian cases, I tried a good many first with 
“pentothal,” and then alternated, using “pentothal” op 
one and “amytal” on the other. I found that “pento- 
thal” was too short-acting, that I could not control it 
so well as I could “amytal.” 


That sounds a little contradictory, because you ordi- 
narily think of being able to control “pentothal” much 
better, but frequently, in the way I use the procedure, 
I let the patient go to sleep, and do not care particu- 
larly if he goes rather soundly to sleep and then wakes 
up. In the traumatic war neuroses, very little if any- 
thing is necessary to bring out a lot of material. Many 
times you could hypnotize them without any trouble 
whatever; they were very eager to have anything happen 
to them that would get this material off their minds, 


As to the question of why you get the abreaction 
under the drug and do not get it consciously, I can- 
not explain that. I do not know why it happens, but 
we have seen it many times. Perhaps it is because they 
can hold themselves back better consciously and pass 
over the situation; but when they are under the in- 
fluence of the drug they are relaxed and anxious to get 
it off their minds, and then they go ahead and abreact 
more violently. 


As we said before, it is not that we think it is a 
procedure to take the place of prolonged psychotherapy 
or to replace psychoanalysis. The main reason for 
presenting this paper was that we felt that in a busy 
psychiatric practice where we cannot keep patients in 
the hospital, where they often can remain only a few 
days, if we can do something to help them and later 
follow it up with psychotherapy, they will have some 
benefit. If we can relieve some of their fears, even if 
we do not get to the real mechanism of the psycho- 
neurosis, we have accomplished something. 


There are definite disadvantages in giving patients 
a treatment and letting them go away, because they 
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may get worse; but we always managed to follow them 
up, at least by letter if not by actual interview. 


We feel that narcosynthesis is something to be con- 
sidered. It is by no means offered as a replacement 
or a substitute for the usual psychotherapy. I have 
found it is much easier to establish a good rapport and 
transference with a patient after one narcosynthesis 
than it would be in several hours of conscious interview. 


THE PHYSICIAN AND THE PSORIATIC* 


By Tuos. W. Murrett, M.D. 
and 


Tuos. W. Murrett, Jr., M.D. 
Richmond, Virginia 


Psoriasis is a disease which seems to arouse in 
medical authorship an urge to epigrammatic 
definitions. Because of a lack of mortality or 
morbidity it has been called “‘the disease of good 
health.” Again due to almost complete ignorance 
as to etiology, “the sphinx of dermatology whose 
riddle has never been guessed.” Being bitten 
by the same flea we would also suggest a title 
“the disease of specialistic frustration.” How- 
ever, we dub it so to combat that frame of 
mind. 

Confronted with a severe case of generalized 
psoriasis the physician is a lonely man. The usual 
first approaches of modern medicine are dra- 
matically absent. The trumpets of the labora- 
tory, which often come bringing salvation, are 
completely still and the routines of clinic help 
if employed are of so little value as to constitute 
self-deception. The voice of allergy is no longer 
heard in the land and all that is left in the con- 
sulting room is a psoriatic, a physician and a 
challenge. This challenge stems from the belief 
in the part of the patient, that somewhere there 
is a physician who can help. More often than 
otherwise he has consulted men who made no 
effort to conceal frustration and he watches in- 
tensely the doctor’s expression. He is trying to 
find there some of the hope which was the 
activation of seeking this consultation. 

Psoriasis is therefore a condition for clinical 
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interpretation and since modernity does not de- 
termine a man’s status as a clinical master, it 
was thought wise to read some of the texts of 
the master clinicians, most of whom are long 
since passed on. Of these, that by Radcliffe 
Crocker, 1903, was the most intriguing and his 
ideas largely conform to our experience. He 
emphasizes the importance of recognizing the 
tempo of the disease. If the disease is acute 
and the symptoms are in the ascending stage, he 
warns against anything which is stimulating and 
concentrates on soothing. 

Internally he considers arsenic and thyroid 
extracts as stimulants and warns against their 
early use. Salicin is his favorite internal rem- 
edy since it can be used at any stage. 

Locally, the age-old idea, to soothe the acute 
and stimulate the chronic, is still a rule: for the 
acute fast moving case, bland baths and bland 
ointments. When the tempo has slowed down 
tar can be employed. When the patches have 
become chronic and recalcitrant chrysarobin is 
called in. 


His speculations as to etiology are most in- 
teresting. He quotes Unna as believing psoriasis 
to be a terminal stage of the seborrheic process 
but only quotes to disagree and is pleased that 
Hallapeau agrees with him as to its being due 
to an undiscovered specific organism. Hallapeau 
is convinced by the experience of Destot which 
he considered indisputable evidence. 


The experiment of Destot is so dramatic as 
to be worth retelling. It was reported in the 
Journal of Cutaneous and Venereal Diseases in 
1883. This physician had as a patient a child 
with vaccinal psoriasis. To quote Crocker, 

“He took some scales from this lesion and inoculated 
himself over the deltoid by scarifying the skin and rub- 
bing in the scales. In two days signs of psoriasis ap- 
peared on the tips of the elbows and in a fortnight the 
disease was well marked. Some months later having 
got rid of his attack he took arsenic as an experiment 
and whilst taking it a fresh attack of psoriasis occurred 
and every May he gets a fresh outbreak.” 

Hallapeau in the Annales de Dermatologie in 
1901, reviews this case and considers the evi- 
dence conclusive. 

Forty-two years ago the elder of the presenters 
of this paper sat in a classroom in London and 
heard Crocker discuss psoriasis. He was trying 
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to stress the importance of continuous thera- 
peutic attack. He was an impressive figure of a 
man and at that time was past seventy. He 
said about as follows: 


“When I was a young man, a gentleman of about my 
own age came to see me with a severe generalized 
psoriasis. We got rid of that attack but it re-occurred 
the next fall and again the next spring. However, the 
attacks became further and further apart and their 
extent less and less. I have not seen him now for about 
two years and the last time I saw him there were only 
small placques on both elbows.” 


Crocker’s attitude was anything but frustra- 


tion though entirely respectful to the task in 
hand. 


Nine years later on meeting Norman Walker 
at his clinic in Edinburgh one came once more 
on the idea of the relation of seborrhea to psoria- 
sis as more than a possibility and when it comes 
to treatment there was something nearly akin 
to optimism. The following is from his book, 
tenth edition, 1939. The first edition was pub- 
lished in 1899. 


“Prognosis.—The prognosis of psoriasis as regards in- 
dividual attacks is good but the disease is notoriously 
likely to recur. Indeed, if its presence in the scalp is 
ignored, as it too often is, it is absolutely certain to re- 
turn. The importance of the treatment of seborrhea and 
its bearing in recurrence is one of the strongest argu- 
ments in favor of a relationship of the diseases and it 
is our conviction that one of the reasons for an un- 
favorable prognosis is that an unfavorable prognosis is 
so often given. It is trying human nature too much to 
expect a patient to persevere diligently with treatment 
when the prescriber is obviously skeptical of its pro- 
ducing lasting good results. It is the duty of the at- 
tending physician to impress on his patient the impor- 
tance of treating each attack to a finish and not being 
content with mere improvement. Sometimes it dis- 
appears spontaneously and almost all cases treated or 
untreated have their ups and downs, a fact which should 
be kept in mind in estimating the value of any new 
treatment.” 


This impresses us as more than knowledge. 
It is pure psoriatic wisdom. 

We realize this paper is not a scientific pres- 
entation but is the result of impressions which 
have created beliefs which have led to definite 
conduct. 


Accepting the idea of the relationship of pso- 
riasis to seborrhea we treat the scalp of every 
psoriatic with those remedies used in the treat- 
ment of seborrhea. We find that the scalp can 
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be treated vigorously even when the disease js 
acute elsewhere and believe that if there be g 
nidus of infection, the scalp is the place, We 
divide our cases into winter and summer 

and think we get much more help from sy. 
light than from either ultra-violet or x-ray, 
However, these sun exposures must be graduated 
and gentle, and sunburn avoided as a minor 
tragedy. 


With these cases when itching is present 
starch baths are added with possible use of high 
vitamin A and D therapy. Later on, tar is 
called in and on stubborn spots the chrysarobin 
derivatives; autohemotherapy is occasionally 
called in though its value is hard to appraise. In 
the last year we have been giving tablets of sas. 
saparilla (“sas-par”) and are becoming more 
and more convinced of its being of value. Ip 
winter when the sun has gone south, the fa- 
miliar Goeckermann technic takes its place, but 
we cannot get the same results in winter as we 
do in summer, which may, of course, be due to 
other factors. 


Most all of this is old stuff but one thing has 
impressed us. It is with those cases which are 
most desperate and mentally depressed that we 
achieve the best results. When such a case 
comes to us we say about as follows: 


“We want you to think of yourself as a medical stu- 
dent and us as your teachers. We want to start far 
back and to tell you all we know about this mess. 
What we do know and what we do not know. What 
we can do and what we cannot do, but if you follow us 
completely you can be relatively free.” 


Our favorite statement is about adding a new 
routine to life. 


“If nobody cleaned his teeth, it would be a terrible 
burden for you to have to clean your teeth every day, 
but it is not a burden; just a routine. Now we are 
going to add another routine to your life. Do not think 
of it as a burden; accept it as a routine. Get results 
and be happy.” 


Not long ago a man, 55 years old, a railroad 
engineer, came in for a checkup after a fairly long 
‘routine. His skin was entirely clean except for 
a slight staining of the past placques. of deep 


and inflammatory psoriasis. He was a modest 
man who would not take baths when others 
were around and we had trouble getting him into 
the sun. He said, 
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“Doctor, I have never told you this before. My 
wife had left me because of this thing and I had been 
to two clinics and to many doctors and I decided to try 
one more time. I walked up and down in front of 
your office trying to build up nerve to enter, for I had 
decided if this last try did not work I would biow out 
my brains.” 

Another writes: 

“] had been from one office to another. The attacks 
were helped but with recurrence. I felt the wrong treat- 
ments were used and this produced profound depres- 
sion. Now, knowing what I can expect, I can face the 
future with equanimity.” 

This may be dramatic but it makes us wonder 
how far psoriasis is a psychosomatic disease. 
We wonder because we see patients improved by 
practically the same technics used by other men 
without help, and these other physicians being 
as good are better dermatologists than we know 
ourselves to be. Maybe the milk of human kind- 
ness is synergistic to tar and chrysarobin, in a 
measure we wot not of. 


CONCLUSIONS 


We believe, until disproved, that the theory 
of the relationship of seborrhea and psoriasis 
leads to therapy on the scalp which is all im- 
portant. 

We believe that sunlight has some factor ab- 
sent in artificial radiation, but all radiation 
should be gentle and reactions avoided. 


We are becoming more convinced that there is 
a psychogenic factor in psoriasis and consider 
it more than mere speculation. Mental states 
are strangely akin to physical force in that ac- 
tion is equal to reaction in a contrary direction. 
Patients sense things as well as the physician 
and maybe sensing frustration on the part of the 
physician is one of the greatest burdens the 
psoriatic has to bear. 


DISCUSSION (Abstract) 


Dr. D. Truett Gandy, Houston, Texas.—In spite of the 
advances recently made in the field of skin diseases, 
Psoriasis remains the great dermatologic mystery, even 
to the accredited expert. Many physicians as indi- 
viduals manage this disease poorly from the standpoint 
of the patient. 
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Aside from gaining his full confidence, the secret of 
success with the average chronic psoriatic is the phy- 
sician’s skill in diverting him from a pessimistic to a 
cheerful frame of mind, and leading him to cultivate, 
if possible, an attitude of indifference toward the wax- 
ing and waning of his disease. 

Although there is much that is disheartening to the 
psoriatic, there is a brighter side which, like Dr. Mur- 
rell, I always explain to him in a heart-to-heart talk. 
The disease will not affect his general health nor shorten 
his life. He should look upon it as mainly a cosmetic 
disturbance; indeed, many patients wish only the visible 
and disfiguring lesions removed. He can be assured 
that he has not “caught it” and cannot pass it on to any- 
one else. The eruption will not weep nor itch to any 
extent, and is not likely to appear on the face or lead 
to loss of hair. He can bathe freely, and sunlight is his 
best friend. There is no proof of heredity and hence 
small likelihood of transmission to the offspring. 


It is admittedly difficult to support the morale of the 
patient who has been worn down by frequent attacks, 
or who has become refractory to treatment. A strong 
effort should be made to restore his confidence. I agree 
that the psoriatic is peculiarly susceptible to suggestion. 
We must seek to bring about a change in his psycho- 
logical outlook. Dr. Murrell’s statement to his patient 
about “adding a new routine to life,” and his analogy 
to the cleaning of the teeth, are very clever. I try to 
persuade my psoriatic to accept his disability as some- 
thing he will have to put up with, as he would a birth- 
mark, for example, and to stop striving for cure. 
Therein lies the key to the problem. Once he has 
become so reconciled, improvement may follow with 
minimal treatment, or indeed no treatment at all. At 
any rate he will have found peace of mind. 


It is absurd to tell a psoriatic that his disease is in- 
curable and treatment is useless. Although, in the 
present: state of knowledge, there is no cure, in the 
specific sense, psoriasis is a distinctly treatable disease. 
The psoriatic must be taught to rely less upon his 
physician and more upon himself. Patience and per- 
sistence with those remedies of proven value, used in the 
right way, will nearly always clear the lesions, and 
though relapse is the rule, remissions may last for a 
long time. 


In our approach to therapy it is important to recognize 
that psoriasis runs in a cycle. There is a stage of 
activity or progression, a stage of quiescence, and a 
stage of decline or spontaneous involution. There is 
some unknown stimulus to epithelial cell growth, which 
promotes the formation of new lesions, and this im- 
pulse may be intensified or weakened by certain thera- 
peutic measures. During the acute or advancing stage 
an effort must be made to inactivate the process; that 
is, to quiet the proliferative impulse of the epithelial 
cells, and so convert the active into an inactive stage. 
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Perhaps the simplest and most efficacious office pro- 
cedure for attempting to accomplish this, at least in 
many cases, is the use of autohemotherapy. Psoriasis is 
frequently observed to regress while the patient is in 
the throes of an acute illness, and a familiar effect can 
often be induced by some form of foreign protein re- 
action. Once the quiescent stage has been reached, 
agents such as chrysarobin, arsenic and physical therapy, 
will become effective, whereas if prematurely employed 
they may actually cause the disease to exacerbate. So 
it is just as important to know when to use our rem- 
edies as what remedies to use. 


We dermatologists have a responsibility to these 
patients and each case should be accepted not as an un- 
welcome burden but as a challenge to our resourceful- 
ness. One must have sympathy for the psoriatic as a 
human being, and if this feeling is translated into thera- 
peutic efforts along psychiatric lines, in the mental re- 
lief, at least, which he can bring to these patients the 
physician will find himself richly rewarded. It is im- 
portant, and in many cases basic, to remember that in 
the management of psoriasis, as in the case of syphilis, 
we are treating a patient as well as a disease, and we 
must treat that patient as much with art as with science. 


Dr. J. Howard King, Nashville, Tenn.—When I first 
began to think of dermatology, psoriasis intrigued me, 
especially as to its etiology. The older writers spoke of 
heredity. I want to tell you a most interesting story 
of heredity. 


One of the first cases I ever saw was a man I had 
known from my earliest days. He had two marriages. 
By his first wife, he had three children; all three of 
these children had psoriasis. That wife died and shortly 
thereafter he married again. In the last case, he mar- 
ried my mother’s first cousin; by her he had two 
children. Those two children today have psoriasis. 
Neither one of this man’s wives had psoriasis. All five 
of the children now still have psoriasis. That im- 
pressed me so much that in taking histories of new 
cases, I make a note of the family heredity. I have 
been in about 50 per cent of all the cases able to get a 
direct story of unmistakable heredity. I think that 
these patients do not know a great deal about the 
family, not enough to be accurate, so that you might 
add to that about 10 or 15 per cent more in the family. 
So it seems to me that as we do not know the cause of 
psoriasis at all, we should not entirely lose sight of 
the hereditary factor. 


When I see a case of psoriasis the first time now, I 
tell the patient he must pin his faith on sunlight, that 
old “Sol” will do more for him than all the doctors in 
the world. Then I tell him he must make a judicious 
use of the sunlight, he must never be burned by the 
sun; that he must start out with a very light exposure 
and then increase his exposure very slightly every day, 
so much so that in the cities where the patient cannot 
get to a beach or be hidden from his neighbors, I have 
had them go into the back yard, drive four posts and 
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string a wire around it so they can hide in the 
and take a daily sun bath. I have found that 
more for psoriasis than anything else I have 
them do. 


One thing that particularly impressed me, Dr, Myr. 
rell, is that the patient who takes sunlight all over }j 
body and only has psoriasis in the scalp, will find }j 
scalp will do better from that than from all the 
treatments of the scalp. 


Dr. R. W. Fowlkes, Richmond, Va—I am a 
amazed that Dr. King found 50 per cent incidence 
heredity. I always felt fairly truthful in telling my 
patient that I did not think there was much danger 
of the disease’s being transmitted. I based that not on 
my experience but mostly on Schamberg’s lifelong study 
of psoriasis, the article which he published, “Psoriasis, 
the Known and Unknown,” just a year or two prior 
to his death. He reviewed, if I remember correctly, 
around 600 cases that he had studied and said in only 
around 5 per cent of his cases was he able to trace a 
hereditary factor. 


Bees &F3 


Dr. L. B. Mounts, St. Petersburg, Fla—1 believe it 
was Socrates who once made the statement that the 
beginning of wisdom was to know nothing. He said 
furthermore, there oftentimes come from the mouths of 
babes and sucklings words of wisdom. So it does be- 
hoove us to listen to what individuals have to say about 
the disease. 


I cannot pass over the use of arsenic in psoriasis. I 
do not feel we are justified in its use. The physician 
who opened the discussion made the statement that 
psoriasis will often disappear during an intercurrent 
illness. We must give arsenic up to the point of so- 
called saturation, in other words, up to the point where 
signs of toxicity begin to appear, and then, and then 
only, are any results attained from the use of arsenic, 
Of course, it should never be used in an acute case. My 
idea is that it works just exactly like any intercurrent 
illness which has caused psoriasis to disappear, by de- 
pressing the economy as most poisons do. 


Dr. Murrell (closing).—Just before I left Richmond, 
I did a very unusual thing. Dr. Richard Fowlkes and 
I have a very intimate friend who has been a lifelong 
sufferer from psoriasis. He is a patient of Dr. Green- 
baum of Philadelphia. I asked him to read this paper 
and give me a patient’s comment. 


He said, “There is a definite cycle in my case, but I 
do not think it has been influenced by alcohol. Dr. 
Greenbaum has insisted on my cutting out whiskey, but 
the cycle has returned when I was abstemious, just 

*as much as when I was drinking. This much I do 
know, when it does return it always starts with an itch 
ing in my scalp.” 


If there is anything in our experience which we feel 
is worthwhile, it is the concentration on the scalp as 
a primary focus of treatment. 
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MALARIA: PRACTICAL ASPECTS 
IN MANAGEMENT* 


By Franz H. Stewart, M.D. 
Miami, Florida 


Malaria wears the long white whiskers of 
antiquity, and its story is a narrative of the go- 
ings and comings of man. It traveled with 
Hercules and was studied by Hippocrates. His 
classification holds to this day. 

The scourge of malaria has destroyed whole 
armies and kept fertile lands useless to man. 
In more recent times quinine has appeared, the 
plasmodium has been discovered and the mos- 
quito incriminated. But even though Osler said 
that no man who calls himself a physician should 
fail to cure malaria, the disease has continued 
to take its toll of millions each year. 

In 1942, before the battle of the Coral Sea, 
there was an organization of American marines 
on an island in the New Hebrides. At one time, 
nine out of ten men were casualties from ma- 
laria. A few months later, a naval hospital was 
established on another part of the same island, 
and the staff suffered almost no casualties from 
malaria. The tactical situation was said to 
dictate the necessity for the choice of camp sites 
in the two instances. The importance of the 
public health aspects of malaria is thus vividly 
demonstrated. 

The South Pacific Malaria Control Unit, 
within Admiral Halsey’s command, achieved re- 
markable results, yet malaria was able to take 
its heavy toll. Casualties from malaria exceeded 
those from the Japs by eight to one. The men 
in the field and in the hospitals of the South 
Pacific were studying the effects of the disease 
in man and were trying out dosage schedules of 
anti-malarial drugs. 

From this experience came an understanding 
of what can be expected from suppressive ther- 
apy. The anti-malarial drugs were evaluated 
after controlled clinical observation. 


*Read in General Clinical Session, Miami Day, Southern 
Medical Association, Fortieth Annual Meeting, Miami, Florida, 
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Suppressive therapy and the anti-malarial 
drugs will be discussed later, but first it may be 
well briefly to recall to mind certain of the 
activities of the plasmodia as they affect prac- 
tical management of malaria in man. 

The mosquito deposits sporozoites in the 
blood stream. We do not know what happens 
then. They disappear and are not seen again. 
There is no drug which has been demonstrated 
to kill them once they have reached the blood 
stream. After a period of time, often twelve 
days, a parasite different in appearance shows 
up in the blood stream, and goes through an 
asexual development and multiplication in the 
red blood cells. Later they develop a specific 
periodicity of maturation which results in the 
typical intermittent fever described by Hippoc- 
rates. 

From the use of drugs or even in the natural 
course of the disease, the plasmodia disappear 
from the blood stream. A few may persist in 
the spleen, liver or bone marrow, but they can- 
not be found in the blood. Probably they per- 
sist in a so-called tissue phase in the same place 
they underwent development during the incu- 
bation period. At any rate, the illness becomes 
quiescent, and no proof of malaria is available. 
Some time later, parasites return to the blood 
stream and the familiar picture of malaria re- 
turns. 

Among the defensive tissue responses are the 
phagocytes of the liver, spleen and bone marrow 
which destroy large numbers of the plasmodia. 
An immunity develops, which is not great, and 
probably would be better spoken of as a toler- 
ance rather than immunity to the parasite. The 
old timer tolerates a heavier parasitemia without 
distress than does the newcomer to malaria, but 
he harbors the parasite and has recurrences of 
febrile attacks just as well as the newcomer. 

Having recalled these characteristics of the 
parasite, we will return to a discussion of sup- 
pressive therapy and then to a consideration of 
anti-malarial drugs. 

SUPPRESSIVE THERAPY 


Suppressive treatment is of practical value. 
Mass treatment of thousands of troops exposed 
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to malaria showed several things about drug 
suppression: 

(1) Atabrine can be used for long periods and 
is a remarkably safe drug. The effective sup- 
pressive dose is six tablets (0.1 gram each) in 
divided doses every week. Administration should 
be started a week before exposure. 


(2) Suppressive treatment cannot prevent 
‘seeding with malaria. It will permit large num- 
bers of men to continue to work in an endemic 
area long periods of time without exhibiting 
clinical malaria. Some will break through sup- 
pression. 


{3) Withdrawal of suppressive treatment will 
result in parasitemia and clinical malaria. This 
was demonstrated in New Zealand when a di- 
vision of marines seeded with malaria, but under 
atabrine suppression, was brought to New Zea- 
land for rehabilitation. 


In the cool New Zealand climate and with 
relaxed discipline, atabrine was forgotten, but 
in about two weeks the bouts of clinical malaria 
became so numerous that hospital facilities were 
taxed and well-earned vacations spoiled. 


(4) With mass use of suppressive atabrine, 
break-throughs and recurrences were common 
from vivax but rare from falciparum. After the 
servicemen returned to America and atabrine was 
stopped, recurrences from vivax continued but 
falciparum practically disappeared. The corol- 
lary of this is that for all practical purposes, 
falciparum malaria can be cured by continued 
suppressive therapy with atabrine. 


Practical points to remember are that if one 
must remain in an area where mosquito control 
is inadequate, then atabrine can permit him to 
remain there longer feeling better than he could 
without the drug. It is possible that he will 
be cured of the dangerous malignant tertian ma- 
laria without ever being sick. He can expect to 
have vivax malaria when he gets home. 


What public health hazard can we expect’ 
from men seeded with malaria? The answer to 
that is simple. These men will not increase the 
mosquito population. The problem is the same 
as before the war. There must be effective 
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mosquito control. These men have added a 1, 
sponsibility to the physician. He must add a 
broad basic knowledge of malaria to his arma- 
mentarium. After an injury, illness, Operatiog 
or alcoholic bout, the individual with quiescent 
malaria may develop full blown chills and fever. 


ANTI-MALARIAL DRUGS 

In appraising anti-malarial drugs, four Prac- 
tical considerations should be weighed: 

(1) Is it safe and well tolerated in the re 
quired dosage? 

(2) Is it effective in eliminating the parasites 
from the blood stream quickly? 

(3) Does it act in such a way that parasites 
do not quickly return to the blood stream? 


(4) Does it kill the X phase of the parasite: 
that phase in which the parasite lives during the 
incubation period and during periods of quies. 
cence when parasites are not found in blood 
smears? 


So far, there is no drug that meets all these 
criteria. Quinine is occasionally toxic in the 
required dosage and usually produces unpleasant 
symptoms. Quinine is effective in eliminating 
parasites from the blood and relieving symptoms, 
Parasitemia may return quickly unless quinine 
is used for months. People in endemic areas wil 
probably long continue to use quinine in small 
courses to treat their spring and fall fevers. 


Atabrine is safe and well tolerated in effective 
dosage. It is effective in eliminating the para- 
sitemia. The atabrine blood level falls off slowly 
and this prolongs. treatment and delays a re 
currence even if the drug is given for short 
periods. Atabrine seems to eradicate the tissue 
or ““X” phase if used for long periods in falcip- 
arum malaria. Atabrine has the disadvantage 
of producing a discoloration of the skin, but this 
is not a major drawback. 


Plasmochin is toxic in effective dosage. In 
non-toxic dosage, it is of little value. Drugs 
chemically allied to it may prove effective in 
safe dosage, but this is still under study. 


Neoarsphenamine continues to be used as al 
anti-malarial, but it is less effective and more 
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toxic than either quinine or atabrine. It has 
no place in the treatment of malaria. 


The sulfonamides, especially sulfamerazine, 
exert an anti-malarial effect, but this is slight 
in comparison to quinine or atabrine. 


In a critical comparison, atabrine is the drug 
of choice for practical application. For years 
atabrine has been used in inadequate dosage 
with the result that the effective blood level was 
reached only after several days of treatment. 
Quinine, which builds a blood level quickly, was 
considered more effective in relieving symptoms. 
If an effective dose of atabrine is given the first 
day, parasites disappear and symptoms improve 
as quickly as with any drug or combination of 
drugs. 

The old schedule of atabrine, one tablet three 
times a day for five days, was too small. Ten 
tablets (gr. 114 or gram 0.1) are required in the 
first eighteen hours. The total dosage should be 
at least 20 to 25 tablets and should be given in 
any schedule desired over a three- to five-day 
period. With this dosage, an effective blood 
level will be reached quickly and retained some 
ten days to two weeks. 


In falciparum malaria, atabrine should be con- 
tinued several months in the hope of effecting 
a permanent cure. 


In the face of persistent vomiting, atabrine 
should be given intramuscularly in amounts 
sufficient to supply 1 to 1.2 grams in the first 
eighteen hours. As soon as possible, the peroral 
route should be used. During a chill, any per- 
‘ oral medication may precipitate persistent vomit- 


ing, so drugs should be delayed until the chill 
is over. 


Malaria is appearing in non-malarious areas 
of the United States. The attacks are chiefly 
recurrences of vivax malaria acquired in distant 
areas, often the South Pacific islands. These 
recurrent infections may be demonstrable as 
low grade fevers of 99 to 100° with rather low 
parasite counts. These episodes, marked by 
malaise and sweating, may last a few days and 
then subside, or may flare up with chills and 
fever and heavy parasitemia. The method of 
diagnosis here lies chiefly in being malaria con- 
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scious and having a technician sufficiently ex- 
perienced to identify the plasmodium. 

If these patients with recurrences are examined 
between bouts, there will be nothing to suggest 
malaria. Blood smears will be negative and the 
spleen may be hard to palpate. Too often, rou- 
tine smears are taken and used as evidence 
against malaria. This is unwise. Smears can 
demonstrate the presence of parasitemia but not 
of chronic malaria between febrile episodes. Some 
procedure to precipitate parasitemia would be 
of diagnostic value but this is lacking. Malaria 
should not be diagnosed without a positive 
smear. Fever with negative smears should be 
studied not treated. There is no need to hurry. 


In first attacks, malaria is different. It may 
be impossible to demonstrate parasites for sev- 
eral days to a week. Time spent in searching 
for an accurate diagnosis is well spent. 

The use of a so-called therapeutic test with 
quinine or atabrine is rarely justified. If the 
temperature returns to normal after such treat- 
ment, the diagnosis becomes more obscure. If 
the fever persists over three days, malaria prob- 
ably is not the cause. This approach to the 
problem may delay search for the real diagnosis 
while the physician sits complacently by giving 
time for his empirical test. A positive smear 
diagnosis by a competent observer is essential 
for the diagnosis of malaria. 


Occasionally an individual will have fever and 
a positive smear and the fever will not respond 
to anti-malarial drugs. Tuberculosis, amebiasis, 
meningitis and other febrile illnesses occur fre- 
quently enough in the person with malaria. As 
in all things medical, it is necessary to treat the 
patient, not the disease! 


The complications of malaria, inanition, 
anemia and the dread cerebral episodes in falcip- 
arum malaria and hemoglobinuria will not be 
discussed because these conditions should be rare 
in the recurrent malaria. 


Recent investigation has been productive of 
great advance in the use of drugs in mosquito 
control and possible therapeutic agents under in- 
vestigation reach into the thousands. Several 
of these now stand out and may soon be released. 
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for general use. One is said to be about as ef- 
fective as atabrine and to require only one day 
of treatment. Another is said to reduce the 
recurrences in vivax malaria. Long clinical trial 
under varied conditions will be required to es- 
tablish these presumptions. 

New agents may some day supplant atabrine, 
but for many months the clinician must look 
with caution on the newer drugs and let appraisal 
by good clinical trial dictate his decision. Re- 
lease for general use will not be hasty but even 
.so, long appraisal will be necessary before ata- 
brine is laid aside. Use in the field is the final 
trial ground. 

The practical management of malaria requires 
a rule of thumb method of approach, but this 
must be the starting point and not the end point. 
There is no substitute for the judgment which 
comes from a broad basic knowledge and in- 
quisitive experience. 
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In addition to anti-malarial drugs, the Patient 
requires treatment as for any significant febrile 
illness. There is evidence that return to work 
too quickly tends to shorten the period between 
recurrences. Rest for at least ten days jg ip. 
dicated. 


In thinking of recurrent malaria, it helps to 
think of the illness as being of many months o 
years duration but with long intervals free from 
discomfort. Each recurrence makes the succeed. 
ing one statistically less likely to occur. 


In conclusion, I am sure the old patriarch 
malaria must sit back comfortably in the salivary 
gland of the Anopheles, as he looks out on a 
group of medical men debating the relative merits 
of various chemical agents and forgetting that 
the stronghold and really vital spot of malaria 
is hidden in the gut of the mosquito and not ip 
the prescription pad. 


4021 Kiaora Street. 
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EDITORIAL DEPARTMENT 


THERAPY OF METALLIC POISONING 


Before the war, very little success attended 
efforts at specific therapy of poisons, organic or 
inorganic. For poisonous material taken by 
mouth, the stomach pump was good if employed 
in time. Heavy metals or other injurious sub- 
stances which had passed into the intestines or 
circulation could not be reached at all. The 
physician could only wait, using the best pos- 
sible general hygienic measures. During the war, 
anti-lewisite was brought out by the British under 
great secrecy, a material useful against arsenic 
poisoning as encountered in chemical warfare. 
With the lifting of security restrictions since the 
close of hostilities, it has been released for gen- 
eral use, and has proven of therapeutic value in 
several types of metallic poisoning. 

Bal, anti-lewisite, or 2,3-dimercaptopropanol, 
is a chemical with a pronounced affinity for 
arsenic, which it removes from combinations in 
tissues. It will detoxify a skin poisoned with 
arsenic blisters. Bal is useful in all types of 
arsenic poisoning, and has been particularly ben- 
ficial in the treatment of many cases of the 
Poisoning which occurs not infrequently during 
intensive antisyphilitic therapy with arsenicals. 
It is also an effective antidote in acute poison- 
Ing due to mercury, zinc, copper, and possibly 
cadmium. It has been recently employed as an 
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antidote to gold poisoning, as it occurs after 
therapy of rheumatoid arthritis with gold salts. 
Investigators! in Philadelphia report that in 
cases of gold poisoning bal reversed all toxic 
manifestations very. gratifyingly, with almost 
dramatic disappearance of cutaneous lesions in- 
cluding severe exfoliative dermatitis. They note 
that it has unfortunately some toxicity of 
its own, which is usually transient. It is bene- 
ficial in gold dermatitides,? thrombopenic pur- 
pura and granulocytopenia due to gold reac- 
tions>* Investigators feel that the use ef bal 
will permit further studies of the value of gold 
therapy in arthritis. 


A stable solution of bal is now available for 
intravenous use, and workers from the United 
States Public Health Service and Johns Hopkins 
School of Hygiene have employed it to relieve a 
large series of patients with severe arsenical ~ 
reactions from antisyphilitic therapy. They fur- 
ther studied its effects in experimental antimony 
poisoning. Antimony of course is used as a 
medicament in various tropical and other dis- 
eases. 


Bal was found to be definitely beneficial for 
rabbits which had been given lethal doses of 
antimony. It increased the urinary excretion 
of this element from two to eight times. The 
increase of antimony excretion lasted from two 
to four hours, which was believed to demonstrate 
the need for repeated injections in cases of 
antimony poisoning, and probably of other 
metallic poisons as well. 


Bal provides further evidence of the strides 
of the current medical generation and of war 
stimulated science, in specific chemotherapy. No 
war has ever before produced such tremendous 
scientific advances as World War II. The hope 
of humanity depends now upon their peace time 
use. 


1. Eagle, Harry; Germuth, F. G., Jr.; Magnuson, H. J.; and 
Fleischman, Ralph: Protective Action of Bal in Experimental 
Antimony Poisoning. J. Pharmac. and Exper. Therapeutics, 
89:196 (Feb.) 1947. 

2. Cohen, Abraham; Goldman, Joel; and Dubbs, A. W.: Gold 
and Arsenic Poisoning. J.A.M.A., 133:749 (Mar. 15) 1947. 

3. Ragan, Charles; and Boots, Ralph H.: Gold Dermatitides. 
Ibid. p. 752. 


4. Lockie, L. M.; Norcross, B. M.; and George, C. W.: 
Ibid. p. 754. 
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MIXED VIRAL AND STREPTOCOCCAL 
INFECTIONS 


A large portion of the mortality associated 
with influenza immediately after World War I 
was due to pneumonia from a secondary in- 
vader, a streptococcus. Viruses often seem to 
predispose to other infections, and greatly to 
increase their severity. Several investigators 
have undertaken to study the mechanism of the 
apparent synergism of viral and streptococcal 
infections. 


In 1931 Shope demonstrated a naturally oc- 
curring synergism of virus and bacterial agent 
which resulted in swine influenza. Neither or- 
ganism was pathogenic alone for swine. Ferrets 
suffer severely if inoculated simultaneously with 
influenza virus and hemolytic streptococcus. A 
group of investigators! at Ohio State University 
School of Medicine have made detailed studies 
of the effects of coexisting virus and strepto- 
‘coccus infection upon the general condition of 
monkeys, and the immune reactions in their 
blood. Streptococci were inoculated either be- 
fore, simultaneously with, or at varying periods 
after the virus. 


As with swine influenza, neither the virus alone 
nor the streptococcus alone caused clinical symp- 
toms, though they caused characteristic blood 
cell and antibody reactions. 


The timing of the two inoculations seemed 
important. Of several monkeys which received 
intranasally and simultaneously a mixture of 
type A influenza virus and group C streptococcus, 
only one showed a transitory febrile response. 
However, streptococci could be cultured from 
the nasopharynx for some time after inocula- 
tion; there were some immediate irregularities 
in the leukocyte counts, and these animals later 
showed signs suggestive of acute nephritis. 


If influenza virus was given from two days to 
two weeks before the streptococcus, the febrile 
response was greater. There were other signs 
of more severe illness, and a monkey died of 
streptococcal septicemia. 


If streptococcus inoculations preceded the 
virus there was little immediate illness but de- 
layed nephritis after six weeks to several months. 
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Late reinoculations produced signs of om 
frequently with rise of blood pressure, 
of the animals, nutritional deficiency ang other 
conditions of diminished resistance increased the 
mortality from mixed inoculations. 
Inoculations of virus alone into healthy anj. 
mals caused a fall in the leukocyte count as 
immunity developed. Streptococcus inoculations 
alone normally were followed by leukocytosis 
A fatal case of streptococcal septicemia had re. 
ceived its streptococcus inoculation while it was 
in the leukopenic phase which follows viral jp. 
oculation. 


The blood findings suggest something of the 
mechanism of the synergistic action of the two 
groups of micro-organisms in overwhelming re. 
sistance. The normal protection against viral 
invasion includes leukopenia; against strepto. 
cocci leukocytosis is a normal defense. Multipli- 
cation of a virus usually takes place within the 
cell; the streptococcus presumably is phagocyted 
by the white cells. The humoral mechanisms of 
resistance are also different. Defenses against 
the two types of infection, one a leukocyte de 
pressing, the other a leukocyte stimulating re 
action, are perhaps mutually inhibitory. 

Virus infection may predispose to secondary 
bacterial invasion which is at times overwhelm 
ing. The authors! note that their studies further 
emphasize the danger of foci of streptococcal 
infection which may be activated after existing 
asymptomatically for a long period. 


FAT IN BACTERIA 


Stains and standards of identification of micro- 
organisms have undergone few changes since the 
great bacteriologic epoch of the nineteenth cen- 
tury. With the popular laboratory technics, bac- 
teria stain rather uniformly and evenly through 
out, and the classifications gram-positive and 
gram-negative, or acid-fast, plus the cell shape, 
colony appearance and growth on various media, 
and sometimes the immune reactions, have pi 


1. Wilson, H. E.; Saslaw, Samuel; Doan, Charles A.; Woo 
pert, O. C.; and Schwab, J. L.: Reactions of Monkeys to Ee 
perimental Mixed Influenza and Streptococcus Infections. A 
Analysis of the Relative Roles of Humoral and Cellular Immusity 
with the Description of an Intercurrent Nephritic Syndrome. 
J. Exp. Med., 85:199 (Feb.) 1947. 
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vided convenient differentiation for most of the 
common pathogens. Occasional reports of nuclei 
or vacuoles in rods and cocci have sometimes 
heen interpreted to suggest bacterial cycles, or 
signs of sexual reproduction. 

The fat content of bacteria has not received 
intensive study. Hartman, in 1940, suggested 
the use of Sudan black B as a stain for fat in 
bacteria. Burdon' of Baylor University has re- 
cently confirmed its value, improved the technic 
of staining, and studied and photographed many 
forms of laboratory bacteria with this fat stain. 
His work provides information of value to bac- 
teriologists and eventually to the clinician. 

He observed stainable fatty material in the 
cytoplasm of all fungi and in the majority of 
bacteria, both anaerobic and aerobic, saprophytic 
and parasitic, pathogenic and non-pathogenic. 
It was more frequent in the gram-positive than 
in the gram-negative group. Saprophytic species, 
those which feed on dead tissue, seemed to con- 
tain more lipid than did the parasitic. The quan- 
tity and location of the fat tended to be rather 
constant and characteristic for any one species, 
and similar in related groups of bacteria. 

He shows photographs of acid-fast bacilli from 
anumber of sources. Human and bovine strains 
of tubercle bacillus contained a moderate num- 
ber of fat droplets, but numerous rods without 
any stained lipid. In some cultures no material 
was observed at all which stained with Sudan 
black B. Strains of avian tubercle bacilli had 
fat inclusions in most of the cells, as did two 
strains from cold-blooded animals, and eight 
cultures of saprophytic acid-fast organisms. 
laboratory cultures of ““M. leprae” revealed a 
conspicuous content of fatty material. Burdon 
was unable to demonstrate intracellular fat in 
any of a number of smears of Hansen’s bacilli 
obtained directly from patients in the leper 
colony in Carville, Louisiana. 

He’ notes that this finding lends some fur- 
ther support to the widely held belief that “M. 


_ 


1, Burdon 


» Kenneth L.:; Fatty Material in Bacteria and Fungi 


Revealed by Staining Dried Fixed Slide Preparations. J. Bac- 
teriology, 52:665 (Dec.) 1946. 

eth L.: Disparity in Appearance of True 
“Leprosy Bacilli” When Stained 


2. Burdon, Kenn 
Hansen's Bacilli and Cultured 
for Fat. Ibid. p. 679. 
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leprae” of laboratory cultures is not the true 
causative organism of leprosy. Its conspicuous 
content of stainable lipid suggests a closer re- 
lationship to the saprophytic acid-fast bacilli. 
Studies by this fat-staining technic Burdon 
believes may prove useful for identification of 
bacteria as well as in investigation of the struc- 
ture and metabolism of micro-organic species. 


TWENTY-FIVE YEARS AGO 
FRoM JOURNALS OF 1922 


Bunk.1\—Life is so full of bunk that we no longer even 
protest or attempt to combat it and bunkitis invades 
every department of human activity * * * Bunkitis may 
be defined as a sort of catatonic schizophrenia due to 
vitaminized tommyrot or bunk * * * In education, 
football is bunk * * * the coach is paid more than the 
president * * * In industry, unionized labor stifles in- 
dependence, output, and machinery * * * In modern 
times there is lots of bunk. 


Population and Race Suicide.2—In 1909, the Ob- 
stetrical Society of France made the @eclaration that ac- 
cording to the most recent statistics of maternity hos- 
pitals in the great cities of that country, one-third of 
the children conceived were destroyed by abortion 
* * * With the corruption and fall of the Greek Re- 
publics * * * many religions ceased to * * * honor 
the family * * * Rome’s decline is to be traced to this 
decline in family life * * * The old Romans literally 
committed race suicide * * * 


There could be no question of race suicide or birth 
control on a vast scale in the Middle Ages. As the 
ascetic and celibate life was the most perfect form of 
Christian life, hundreds of thousands of both sexes 
adopted the monastic life * * * the terrible famines 
* * * wars * * * serfdom and the economic misery of 
the masses, kept the population well-nigh stationary 
in all countries * * * Neo-Malthusianism has made tre- 
mendous strides in France in particular, in comparatively 
recent years. Birth-control is more or less under the 
protection of the state in Holland and in Japan. In 
the United States to disseminate information upon the 
subject is punishable by imprisonment * * * 

Hersch, Professor of Statistics in the University of 
Geneva, * * * says that the lowering of the percentage 
of births is an absolutely universal phenomenon: that 
France need not fear an enormous German natality | 
* * * the birthrate in New England today is actually 
lower than that in France. 


1. Parker, E. F.: 
18:3, 1922. 


Editorial Race Suicide, Ancient and Modern. Sou. Med. J.. 


Bunkitis. J. South Caroling M. A., 


15:329 (April) 1922. 
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Book Reviews 


Preventive Medicine and Public Health. By Wilson G. 
Smillie, M.D., Professor of Public Health and Pre- 
ventive Medicine, Cornell University Medical College, 
New York, New York. 584 pages with illustrations. 
New York: The Macmillan Company, 1946. Price 
$6.00. 


In this unorthodox presentation of preventive medi- 
cine, Dr. Smillie expounds the thesis that the physician 
“has the obligation to his patients and to the community 
to prevent illness and promote family and community 
health.” Thus he should not be burdened with technica! 
information unless it will help do his job. The text 
has been divided into six sections. The first contains 
the introduction, population trends and vital statistics; 
the second section gives a general knowledge of environ- 
mental sanitation, such as water supplies, swimming 
pools, excreta disposal, vermin control, fumigation, food 
inspection, milk sanitation and housing. The third sec- 
tion is concerned with communicable disease control, 
including epidemiology. The fourth section has to do 
with child hygiene; while the fifth is about adult health 
protection, discussing geriatics, mental hygiene, mal- 
nutrition, cancer, ‘degenerative disease, alcoholism and 
industrial hygiene. The last section is on public health 
administration. The views are sound and the medical 
student and practitioner will be delighted with this book. 


Research and Regional Welfare. Papers presented at a 
conference on Research at the University of North 
Carolina at Chapel Hill, May 9-10-11, 1945. Edited 
by Robert E. Coker, Kenan Professor of Zoology. 
With a foreword by Louis R. Wilson, Director of the 
Sesquicentennial. 229 pages. Chapel Hill: The Uni- 
versity of North Carolina Press, 1946. Price $3.00. 


Underlying all the addresses presented in this volume 
is the need for continued research in the South. The 
papers are not restricted in their subject matter, being 
concerned with public health, nutrition, medicine, fish- 
eries, agriculture and so forth. These leaders feel that 
the needs and opportunities for research in the South 
are unlimited. 


Medicine in Industry. By Bernhard J. Stern, Ph.D., 
Lecturer in Sociology, Columbia University, Visiting 
Professor of Sociology, Yale University. 223 pages. 
New York: The Commonwealth Fund, 1946. Price 
$1.50. 


Dr. Stern commences this monograph with a short 
resumé of the history of industrial medicine. He then 
devotes a chapter to the awakening of legislative minds 
to the needs of protective laws for the workers in in- 
dustry. Data are given on industrial accidents, occupa- 
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tional diseases, occupational hazards and morbidity ang 
mortality by income and occupation. The Problem of 
the handicapped worker in industry is considered as me 
recent developments in health and insurance Programs 
The writer concludes that industrial medicine js 

of greater exploitation and that the benefits woulg be 
reflected in improved public health statistics, 


Rehabilitation. Its Principles and Practice. By John 
Eisele Davis, M.A., Sc.D., Veterans inistrati 
Facility, Perry Point, Maryland. Revised and En. 
larged Edition. 264 pages. New York: A. S, Bam 
and Company, Inc., 1946. Price $3.00. 


This book considers the effects of wars and de. 
pressions upon neuroses from a psychiatric and physi. 
ological approach. The psychiatric approach is to de 
velop therapeutic procedures that relieve that anxiety 
of the individual as early as possible. The physiologist 
from his tests evaluates the abilities and personalities of 
the individual in order to aid in the treatment. Thy 
the two, mind and intelligence, are correlated to give g 
better diagnostic evaluation. A number of illustrative 
case histories give a practical application of the theories 
presented. The methods are very interesting and seem 
to be useful. 


Mother and Baby Care in Pictures. By Louise Zabriskie, 
R.N., Director, Maternity Consultation Service, New 
York City. Third Edition. 203 pages with illustn. 
tions. Philadelphia: J. B. Lippincott Company, 194, 
Price $2.00. 


After the prospective parents study this book they 
should know a great deal about child bearing and child 
care. The chapter on prenatal care has been carefully 
written to emphasize this important phase. The chapter 
on the mechanism of labor is very detailed, as is th 
chapter on the management of labor in the hospital and 


home. There are two hundred and twenty-nine illu 
trations which really give a pictorial character to th 
context. 


The Venereal Diseases. A Manual for Practitioners ond 
Students. By James Marshall, M.B., BS., M.RCS, 
L.R.C.P. 349 pages with illustrations. London: Mac 
millan and Company, Ltd., 1944. Price $4.50. 


This book gives the practitioner a thorough ground 
ing in the diagnosis of venereal diseases and detailed 
methods of treatment that have been proven in privalt 
practice. The discussion of the sulphonamides is ade- 
quate. The dosage given for the treatment of gonorrhea 
and syphilis with penicillin are not considered sufficient 
today. The color plates are exceedingly good. A sit 
conservative text to follow in the treatment of venerel 
diseases. 
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Horvey Cushing—A Biography. By John F. Fulton. 
First edition. 754 pages with illustrations. Spring- 
field, Illinois: Charles C. Thomas, Publisher, 1946. 
Price, $5.00, postpaid. 


This is a fine factual biography of the next great 
American physician after Osler. Illustrated abundantly 
with photographs of places and events concerned with 
his life, beginning with his forebears in the seventeenth 
century, and with delightful travel sketches by Cushing 
himself and photostats of his illustrated letters it carries 
him from his origin through a fast-moving period of 
medical history. As the tenth child of his family, his 
financial plight in early life and at school and college was 
not easy. 

The most interesting and enlivening portions of the 
book are the direct quotations from Cushing and the 
many reproductions of his drawings. In addition to his 
great surgical skill and diagnostic acumen, he was a 
writer and artist of much talent. 


The author of the book, a friend and associate of 
Cushing during his life and now Sterling Professor of 
Physiology at Yale, is no mean writer himself and 
conducts the reader most entertainingly through the 
data and long years of Cushing’s life. 


Cushny’s Pharmacology and Therapeutics, By Arthur 
Grollman, A.B., Ph.D., M.D., F.A.C.P. and Donald 
Slaughter, B.S.. M.D. 829 pages, with illustrations. 
Philadelphia: Lea and Febiger, 1947. Price $8.50. 


A new edition of this invaluable text, standard since 
the nineties, is welcome. Since publication of the 
twelfth edition in 1940, much of pharmacology has been 
revolutionized. 


The two new authors chosen to revise this volume are 
well known to medical practitioners and recognized 
leaders in American pharmacology. Antibiotics, sulfa 
drugs, and the various hormones and vitamins are 
among the difficult subjects brought thoroughly up to 
date. 

The beautiful literary flavor of the original Cushny 
has been long since lost in the mad turmoil of physiologic 
experiment, but facts are there, and ably weighed. The 
aims of this volume are still those of Cushny and its 
selections follow in his spirit. No physician should be 
without this reference book. 


Medical Services by Government—Local, State and 
Federal. By Bernhard J. Stern, Ph.D., Lecturer iin So- 
ciology, Columbia University. 209 pages. New 
York: The Commonwealth Fund, 1946. Price $1.50. 


The roles of the local, state and federal governments 
in medical services are traced by Dr. Stern from their 
beginnings to the present day. He shows that the 
Federal government is slowly increasing its participation 
in this field. Facts are given concerning the trends as 
well as the costs of governmental medical services. 


SOUTHERN MEDICAL NEWS 


Southern Medical News 


AMERICAN COLLEGE OF CHEST PHYSICIANS 


American College of Chest Physicians will hold its thirteenth 
annual meeting at Atlantic City, New Jersey, Ambassador Hotel, 
June 5-8. Oral and written examinations for Fellowship will be 
held June 5, applicants for which should write at once to Executive 
Secretary, American College of Chest Physicians, 500 North Dear- 
born Street, Chicago 10, Illinois. The Convocation for new 
Fellows and Life Members of the College will be held June 8 at 


which time certificates will be awarded to those admitted since 
June 1946 


ALABAMA 


Dr. Gilbert F. Douglas, Birmingham, was elected President-Elect 
of the Southeastern Surgical Congress at its recent annual meeting 
in Louisville. 

The Medical College of Alabama, Birmingham, has received 
a gift of $3,000 from Henry P. Johnston and the Birmingham 
News-Age Herald to be used for a study of deafness; and a gift 
of $2,500 from Judge Luther B. Liles, Anniston, for research 
work in blood diseases, which is known.as the Luther B. Liles 
Fund and will aid in work now beginning in leukemia and other 
diseases of that nature. 

Dr. N. H. DeJanney, Alabama City, has resigned as Director 
of the State Health Department’s Division of Tuberculosis Con- 
trol and is succeeded by Dr. James M. Freeze, U. S. Public 
Health Service, recently of Bethesda, Maryland. 

Dr. James O. Foley, Birmingham, has been appointed Chairman 
and Professor of Anatomy at the Medical College of Alabama. 
He joined the faculty of the Medical College in 1945 when the 
Alabama School of Basic Medical Science was made a part of 
the four-year medical college of Alabama. 

Dr. William Somers Reynolds, Jr., Wetumpka, and Miss 
Jean Vaughan Ferebee, Norfolk, Virginia, were married recently. 


Dr. W. W. Bonner, Roanoke, aged 80, died March 4. 
Dr. Archie Leonard Clayton, Fort Payne, aged 74, died recently. 
Dr. Alston Maxwell, Tuscaloosa, aged 56, died February 14. 


ARKANSAS 


Jefferson County Medical Society has elected Dr. R. D. Dickins, 
Monticello, President; Ur. H. J. Morris, Vic*-Vresident; and 
Dr. C. W. Anderson, Secretary-Treasurer. 

Independence County Medical Society has elected Dr. J. J. 
Monfort, President; Dr. W. J. Ketz, Vice-President; and Dr. 
Paul Gray, Secretary-Treasurer, all of Batesville. 

Mississippi County Medical Society has elected Dr. J. E. 
Beasley, Blytheville, President; Dr. L. L. Hubener, Blythe- 
ville, Vice-President; and Dr, T. F. Hudson, Luxora, Secretary- 
Treasurer. 

Searcy County Medical Society has elected Dr. E. G. Fendley, 
Leslie, President; Dr. W. T. Moore, Marshall, Vice-President; 
and Dr. J. O. Leslie, Marshall, Secretary-Treasurer. 

Jackson County Medical Society has elected Dr. Jabez F. 
Jackson, Walnut Ridge, President; and Dr. J. B. Ivy, Tucker- 
man, Secretary-Treasurer. 

Benton County Medical Society has elected Dr. C. S. Wilson, 
Siloam Springs, President; Dr. Neil Compton, Bentonville, Vice- 
President; and Dr. G. C. DeBolt, Rogers, Secretary-Treasurer. 

Boone County Medical Society has elected Dr. J. G. Gladden, 
President; Dr. W. L. Watkins, Vice-President; and Dr. H. V. 
Kirby, Secretary-Treasurer. 

Cleveland County Medical Society has elected Dr. J. H. Scroggin, 
Kingsland, President; Dr. S. C. Johnson, Kingsland, Vice-Presi- 
dent; and Dr. W. G. Hancock, Rison, Secretary-Treasurer. 

Conway County Medical Society has elected Dr. J. F. Halbrook, 
President; Dr. H. E. Mobley, Vice-President; and Dr. C. Ray 
Williams, Secretary-Treasurer, all of Morrilton. 


The Fifth Councilor District Medical Society has elected Dr. 
Joe F. Rushton, Magnolia, President; Dr. D. E. White, 
Dorado, Vice-President; and Dr. W. C. Magness, Camden, 
retary. 
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Franklin County Medical Society has elected Dr. W. ot 
Porter, President; Dr. E. b as Pillstron, Vice-President; and Dr. 
W. H. Gibbons, Secretary-Treasurer. 

Faulkner County Medical Society has elected Dr. C. A. Archer, 
Jr., President; Dr. Paes Sneed, Vice-President; and Dr. I. N. 
McCollum, Secretary-Treasurer. 

Grant County Medical Society has elected Dr. John W. Cole, 
Sheridan, President; Dr. O. W. Hope, Sheridan, Vice-President; 
and Dr. Miles F. Kelley, Secretary-Treasurer. : 

Hempstead County Medical Society has elected Dr. Jim Mc- 
Kenzie, President; -. nor W. Branch, Vice-President; and 
Dr. E. H. Wilkes, retary-Treasurer. 

Lee County Medical Society has elected Dr. Cc. W. Chaffin, 
Moro, President; and Dr. Wm. C. Hays, Jr., Marianna, Secretary- 
Treasurer. 

Little River County Medical Society has elected Dr. Joe 
Shelton, President; Dr. Elmer Davis, Vice-President; and Dr. 
Norman Peacock, Secretary-Treasurer. 

Logan County Medical Society has elected Dr. S. P. McConnell, 
Booneville, President; Dr. I. H. Jewell, Paris, Vice-President; 
and Dr. A. B. Dickey, State Sanatorium, Secretary-Treasurer. 

Miller County Medical Society has elected Dr. J. Brooks Tate, 
President; Dr. R. R. Kirkpatrick, Vice-President; and Dr. W. B. 
Harrell, Secretary-Treasurer. 

Nevada County Medical Society has elected Dr. O. G. Hirst, 
President; Dr. G. G. Hairston, Vice-President; and Dr. J. W. 
Kennedy, Secretary-Treasurer. 

Pope-Yell County Medical Society has elected Dr. Brooks Teeter, 
President; Dr. Arnold Henry, Vice-President; and Dr. W. O. 
Young, Secretary-Treasurer 

White County Medical Society has elected Dr. Hugh R. 
Edwards, President; Dr. A. R. Brown, Vice-President; and Dr. 
Sam J. Allbright, Secretary-Treasurer. 


DISTRICT OF COLUMBIA 


Dr. William M. Ballinger, Washington, has been appointed by 
the Executive Board of the Medical Society of the District of 
Columbia to act as a trustee and to resume responsibility for the 
administration of the retirement plan for the Society employees, 
the establishment of which was recently authorized. 

Dr. Mary Holmes, retired Washington physician, was one of 
two outstanding alumni of Eastern High School who were 
honored at the recent annual dinner of the Alumni Association. 

Dr. Charles R. Drew, Washington, has been appointed Medical 
Director, Freedmen’s Hospital. 

Dr. Dean M. Hayes, Washington, has been appointed Civilian 
Consultant in Physical Medicine to the Surgeon General of the 

S. Army for Walter Reed General Hospital and the Second 


Army. 


DEATHS 
Dr. Charles K. Kneller Koones, Washington, aged 81, died 
January 14. 
Dr. Bernard Anthony McDermott, Washington, aged 62, died 
recent 


ly. 
Dr. Alfred D. Wilkinson, Washington, aged 84, died recently 
of cirrhosis of the liver and hypertension. 


FLORIDA 


Dr. Wilson T. Sowder, Jacksonville, State Health Officer, has 
obtained a special grant of $70,000 from the U. S. Children’s 
Bureau to conduct a special school health examination and im- 
munization program reaching 40,000 children before July 1. 
Twenty-five young physicians under the supervision of Dr. Grace 
Hardy, pediatrician, have consented to enter the field. 

Dr. Frank V. Chappell, Tampa, succeeds Dr. George A. Dame, 
Fernandina, as President of the Florida Public Health Association. 

Dr. Charles C. Hillman, Brigadier General, Medical Corps, 
U. S. Army, who retired from active service as of January 31, 
= Ag appointed Director of the Jackson Memorial Hospital, 

mi 


Dr. Linus Worth Hewit and Miss Thelma Jane Hughey, both “ 
of Tampa, were married recently. 


DEaTHS 
Dr. James Henry Hartman, Jacksonville, aged 66, died recently 
of coronary occlusion. 
pe died recently of shock 


Dr. I. Davis Ozmun, Miami, 
due to fractured femur received ay 
Dr. Samuel Anise Shoemaker, Orlando, aged 80, died recently. 
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GEORGIA 
Baldwin County Medical Society has elected 


Dr. L. 
n, President: Dr. E. W. Allen, Milledgevil et hed 
and Dr. W. A. Sikes, Smee le, Vice-President; 
A new surgical pavilion in the Whitehead Memorial 
Emory University Hospital, Atlanta, was dedicated recent} ‘ 
pavilion was established by Mrs. Letitia P. Evans, Hot ie 
r. Richard Hug . Atlanta, and Mi Lawson 
Melton were married recently. 


KENTUCKY 


Dr. J. B. Lukins, Louisville, was elected Vice-Presiden 
Southeastern Surgical Congress at its tof ‘the 
rg! gr its recent annual meeting jg 

rter County Medical Society has elected Dr. Charles 
President; and Dr. J. Watts Stovall, Seccteee. McCleese 


Grant County Medical Society has elected Dr. R, E 
President; Dr. H. E. Bierley, Vice-President. Se - Kinsey, 
Treasurer. y, Vice-President, Secretary and 


Hardin County Medical Society has elected Dr. S$, G 
President; Dr. R. T. Routt, Vice-President; De Wane 
ont; and De. Wa 

arlan County ical Society has elected Dr. 

Howard, Kenvir, President; Dr. Walter Stepchuck = ng 
President; and Dr. W. R. Parks, Harlan, Secretary. pi: 
Henry County Medical Society has elected Dr. W. B. 0} 
New Castle, President; Dr. W. P. McKee, Eminence, View 
President; and Dr. Owen Carroll, New Castle, Secretary-Treasurer 
resident; Dr. M. Lee Piper, Vice-President; Lewis |. 
ockcastle County Medical Society has elected Dr. 
ernon, Vice-President; an r. Robt. G. ivingston 

nion County Medical Society has elected Dr. G. B. Carr, 
President; Dr. C. B. Graves, Vice-President; rr. William 
Humphrey, Secretary-Treasurer. 

Dr. Ernest Gaillard, Louisville, one of fifty doctors selected by 
the National Cancer Institute as a trainee, is studying post- 
graduate work in proctology in Pennsylvania. 


DeEaTHS 


Dr. Alfred Lee Briskman, Louisville, 44, died recently 
r. Waller Glenmore Combs, Kirksville, » died recently 
of heart disease. a 
_Dr. Alonzo Huffman Russell, aged 50, died recently of heart 
E Lesl recently 
a omas Everett ie, Olive Hill, 57, di 
of heart disease. 


LOUISIANA 


_ Louisiana State Medical Society will hold its next annual meet- 
Orleans, May 13-14. 

ew Orleans Society of Neurology and Psychiatry has elected 
Dr. Henry O. Colomb, President, and Dr. Sam Nelken, Secretary- 
Treasurer. 

Rapides Parish Medical Society has elected Dr. H. P. Forsythe, 
Alexandria, President; Dr. . C. Gahagan, Alexandria, First 
Vice-President; Dr. Morris Hair, Lecompte, Second Vice-President; 
and Dr. John S. Rozier, Alexandria, Secretary-Treasurer. 

Matas Library of the Tulane University of Louisiana School of 
Medicine, New Orleans, has received files of the Italian medical 
journal Policlinico covering the firty-year period preceding World 
War II. The files are the gift of Dr. Rudolph Matas, Professor 
Emeritus of General and Clinical Surgery, on the occasion of his 
eighty-sixth birthday. 

Department of. Tropical Medicine and Preventive Medicine of 
the Tulane University of Louisiana School of Medicine, New 
Orleans, have been combined to form a new department 
Tropical Medicine and Public Health, the enlarged department 
consisting of three units: clinical tropical medicine, parasitology 
and public health. The new department will be headed by Dr. 
William A. Sodeman, who has been head of the Department of 
Preventive Medicine since 1941. Plans are under way to offer 
a course which will lead to “a combined degree in tropical medi- 
cine and public health. The only school now offering such a com 
bined degree is the London School of Hygiene and Tropical 
Medicine, London, England. 

Dr. Harry Fishbein, New Orleans, and Miss Lela Marion 
Hewes, Biloxi, Mississippi, were married recently. 


(Continued on page 56) 


FE me BS 


a 


Rs 


ently 
ently 
heart 
ently 


Un ifocm ty 
in digitalisation 
and maintenance 


m 
Sensible econo 


Pil. Digitalis (“Davies, Rose) 


0.1 Gram (1% grains) 
Physiologically Standardized 


Each pill contains 0.1 Gm. (1% grs.) Powdered Digitalis, produced 
from carefully selected leaf of Digitalis purpurea, therefore of an activity 
equivalent to 1 U.S.P. XII Digitalis Unit. 


When Pil. Digitalis (“Davies, “Rose) are dispensed on a prescription, 
the physician is assured that the patient receives digitalis in its completeness 
and obtains the full benefit of the therapy. 


Trial package and literature sent to physicians on request. 


Davies, Rose & Company, Limited 
Manufacturing Chemists, Boston 18, Massachusetts 
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DeEaTus 
Dr. J. Cyril Eby, Plaquemine, aged 63, died recently. 


MARYLAND 


Anne Arundel County - ~ Society has elected Dr. John 
Claffy, Annapolis, President; A’bert L. Anderson, Annapolis, 
Vice-President; and Dr. Elmer “ah Latenit, Eastport, Secretary. 

Carroll County Medical Society has elected Dr. S. McVaugh, 
Taneytown, President; Dr. Reuben Hoffmen, } A. Vice- 

ent; and Dr. M. C. Porterfield, Hampstead, = 


Treasurer. 
Prince Gay Medical Society has ae Dr. 
mas A. ‘college Park, President; Louis M. 
a. Bladensburg, Vice-President; and Dr. = Levies, Mt. 
inier, Secretary-Treasurer. 
St. Mary’s has e'ected Dr. Philip J. 
Southernon, Charlotte 


Bean, Great Mills 
Hall, Vice-President; falian Lane, Leonardtown, Secretary- 
Deatus 


Dr. Arthur O. Etienne, Berwyn, aged 76, died recently of 
coronary thrombosis. 
Dr. Thomas W. Koon, Cumberland, aged 76, died recently. 
dan Thomas Laidlaw Shearer, Baltimore, aged 87, died comatlly 


MISSISSIPPI 


Dr. Ralph Stuart Clayton, Ripley, and Miss Mary Bess 
3 ubert Bryan Simmons, Bay Springs, Miss Mary 
Hall, Oakland, were married recently. 4 


Deatus 
Dr. Robert Black Price, Jackson, aged 65, died recently. 


MISSOURI 


versity School of 
received an award of 317, 110 from the h 
of the Office of Naval Research to 
edema. This work wil be under the direction f 
Futcher, Assistant Professor of Medicine. 
South Central Counties Medical Society at its 
we to continue the officers for 1946 into 1 


Washington Uni Medicine, St. 


Vice-President; ‘and Dr. A Cc 
and Treasurer. 

Washington University School of Medicine, St, Louis, 
following pombe, of Medical Advisory Board to 
health and research carried on at the Los Alamos 
Fe, New Mexico: Dr. Philip Shaffer, Professor of B 
try; ‘| Carl B. Moore, Professor of Internal 
. Bradley, Director of Barnes 


Dr. Charles George Geiger, St. Joseph, aged 81, died recently 
of coronary thrombosis. 


Dr. Henry M. Hittner, Kansas City, aged 75, died recently 
coronary occlusion and hypertension. 

Dr. William Harrison Hemker, Pacific, aged 65, died recently 
of angina pectoris. 


Continued on page 58 


EYE, EAR, NOSE and THROAT 


A combined full-time course covering an academic 
year (9 hs). It ists of d 
i i i 1 , demonstration of cases 
and cad d i ive eye, ear, nose 
and throat on the cadaver; head and neck dissection 
(cadaver); clinical and cad demonstrations in 
bronchoscopy, laryngeal surgery ond surgery for 
facial palsy; ref: ion; ey; pathology, 
bacteriology and eabeyelegy; physiology; neuro- 
enstomy; anesthesia; physical therapy; allergy; ex-. 

of pati preoperatively and follow-up 
postoperatively in the wards and clinics. Also re- 
fresher courses (3 months). 


at clinics, 


THE NEW YORK POLYCLINIC 
MEDICAL SCHOOL AND HOSPITAL 


(ORGANIZED 1881) 
(The Pioneer Post-Graduate Medical Institution in America) 


FOR INFORMATION ADDRESS 
MEDICAL EXECUTIVE OFFICER, 345 West 50th Street, NEW YORK 19, N.Y. 


ANESTHESIA 


A three months full time course covering 
general and regional anesthesia, with special 
demonstrations in the clinics and on the 
cadaver of caudal, spinal, field blocks, etc.; 
instruction in intravenous anesthesia, oxygen 
therapy, resuscitation, aspiration bronchos 
copy. 
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for research. 
Deatus 
Dr. Henry L. Cody, St. Louis, aged 73, died recently of 
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Designed for distinguished service ... 
the KODASLIDE PROJECTORS 


EVERY PHYSICIAN who wants to demonstrate points pic- Major Kodak Products for 
Trorially Kodaslide Projectors offer unlimited possibilities. the Medical Profession 
With their Lumenized optical systems, they give projected — x-ray films; x-ray intensifying screens; 
images new and greater brilliance, evenness, purity, and sharp- x-ray processing chemicals; cardio- 
ness. Simple to use, these projectors show miniature Koda- — *"phic film and paper; cameras—still 
chrome transparencies as well as black-and-white film positives = 

picture; photographic films 
... in either 2x2-inch mounts or glass slides. —color and black-and-white (including 
The same skill in basic design . . . the same precision in pro- _ infrared); photographic papers; photo- 
duction . . . the same rigid inspection are reflected in all Kodak’s phic processing chemicals; 
photographic and radiographic products—in Kodak films, pa- eee rac — 
pers, chemicals, and equipment. . . . Eastman Kodak Company, ; 
Medical Division, Rochester 4, N. Y. 


Serving Medical Progress through Photography and Radiography 
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Dr. Patrick Eugene Nagle, St. Louis, aged 94, died recently 
of prostatitis. 

Dr. Eugene C. Roseberry, Springfield, aged 78, died recently 
of coronary thrombosis. ; 

Dr. Carl Miller Sneed, Columbia, aged 69, died recently of 
coronary thrombosis. 

Dr. George N. Seidlitz, St. Louis, aged 85, died recently of 
coronary thrombosis. 

Dr. Calvin Lee Woolsey, Braymer, aged 62, died recently of 
coronary thrombosis. 


NORTH CAROLINA 


Medical Society of the State of North Carolina will hold its 
next annual meeting at Virginia Beach, Virginia, Cavalier Hotel, 
May 12-14. It is necessary that the Society meet outside the 
state because of lack of hotel facilities in North Carolina. 

The Duke University Medical Alumni will hold its second 
reunion April 24-26. 

Edgecomb-Nash Counties Medical Society has elected Dr. D. L. 
Knowles, President; Dr. S. E. Way, First Vice-President; Dr. 


J. F. Crumpler, Second Vice-President; Dr. K. D. Weeks, Sec- 
retary-Treasurer; and Dr. S. H. Justa, Editor. 
Forsyth County Medical Society has elected Dr. Paul A. 


Yoder, President; Dr. J. Davis, First Vice-President; Dr. 
O. J. Hart, Second Vice-President; Dr. J. R. Bender, Secretary, 
reelected; and Dr. Fred G. Pegg, Treasurer, reelected. 

Wake County Medical Society has elected Dr. C. T. Wilkinson, 
Wake Forest, President; Dr. A. G. Crumpler, Fuquay Springs, 
Vice-President; and Dr. Joseph Hitch, Raleigh, Secretary-Treasurer. 

Dr. Hans Lowenbach, Associate Professor of Neuropsychiatry, 
Duke University Hospital School of Medicine, Durham, has re- 
turned from a six months’ assignment in occupied Germany. 
The material he gathered, original manuscripts in all fields of 
medicine, will be available to the public through the Publica- 
tions Board, Department of Commerce, 16th and K, Washing- 
ton 25, D. C. 

-Dr. Joseph Beard, Durham, and Dr. Harold Green, Winston- 
Salem, were elected Councilors of the Southern Society for 
Clinical. Research at its first annual meeting held recently in 
New Orleans, Louisiana. 

Halifax County Medical Society has elected Dr. Thomas J. 
Taylor, Roanoke Rapids, President; Dr. E. B. Smith, Enfield, 
Vice-President; and Dr. 
Secretary-Treasurer. 

Warren County Medical Society has elected Dr. G. H. Macon, 
Warrenton, President; Dr. C. . Peete, Warrenton, Vice- 
President; and Dr. H. H. Foster, Norlina, Secretary-Treasurer. 

Dr. Sherwood W. Barefoot, formerly Instructor in Der- 
matology and Syphilology, Duke University School of Medicine, 
Durham, has entered the practice of dermatology in Greensboro. 

Dr. J. Rush Shull and Dr. James E. Hemphill, Charlotte, 
announce the association of Dr. Harold S. Petit, recently on the 
resident radiological staff of Harvard University, in the practice 
of radiology. 

Dr. Eugene A. Stead, formerly a professor at Emory Uni- 
versity School of Medicine, and Physician-in-Chief, University 
Division, Grady Hospital, Atlanta, Georgia, has assumed duties 
as Professor of Medicine, Duke University School of Medicine, 
filling the professorship held by the late Dr. Frederick M. Hanes. 

Dr. W. M. Nicholson, Duke University School of Medicine, 
Durham, has been awarded a research grant by Sharp & Dohme, 


Matthew S. Broun, Roanoke Rapids, 
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Philadelphia, Pennsylvania, to be used in of nica 
studies on the evaluation of caronamide, a new 
Dr. DeArmond Moore, Charlotte, and Miss Leong 
Olander, were married recently. Rose, 
Dr. Kenneth Brenner Wright, Rocky Mount, and Migs Dorothy 
Ellis, Monticello, Georgia, were married recently, 


DEATHS 


Dr. Mott Parks Blair, Marshville, aged 79, di recently 
coronary thrombosis. o ot 
Dr. Andrew Baxter Byerly, Cooleemee, aged 77, died 
. Robert Houk Cox, Murphy, 33, died recen 
fracture received in a fall from a ladder while tying ee 
from a fire in the Atlanta, 
Dr. Ambrose William Ga r, Hamlet, a 50, recent! 
Neely Reid, Matth 
r. omas Neely Reid, Matthews, aged 78, died recently 
Dr. id Clinkscal Shirley, Charl 4 
Dr. Harol: in es Shirley, rlotte, 55, 
of cerebral hemorrhage. cond died tcently 
Dr. James L. Weddington, Hendersonville, aged 70, 
of heart disease. 


died recently 


OKLAHOMA 


Oklahoma Medical Research Foundation has been charted and 
is conducting a public education program throughout the major 
centers of the state with interest in obtaining funds to cary @ 
the medical research. An organized fund raising movement with 
a $1,500,000 minimum goal will be initiated this spring from 
offices at 208 Braniff Building, Oklahoma City. 

Oklahoma Hospital Association has chosen Mr. Homer 6. 
Solew, who is Superintendent of Enid General Hospital, a 

resident. 


DEATHS 


Dr. Arthur Anderson, Guthrie, aged 64, died recently of 
pneumonia and Parkinson’s disease. 

Dr. James Jerdan Fra'ey, Hominy, aged 69, died recently of 
cerebral thrombosis. 


Dr. John Frederick Martin, Stillwater, aged 70, died recently. 


SOUTH CAROLINA 


South Carolina has received more than $400,000 in FWA 
funds to finance the planning of 120 health facility projects, 
the final construction cost to total $13,233,353 as announced by 
a representative of the State Board of Health. 

South Carolina Obstetrical and Gynecological Society at its 
recently organized meeting elected Dr. Lester A. Wilson, Charles 
ton, President; Dr. Manly E. Hutchinson, Columbia, Vice 
President; and Dr. Joseph Dechard Guess, Greenville, Secretary- 
Treasurer. 

Dr. Rowland F. Zeigler, Jr., formerly of Seneca, is located in 
Florence as head of the Department of Obstetrics, McLeod In- 
firmary. 

Dr. James P. Galloway, formerly of Orangeburg, is practicing 
in Bishopville. 

Dr. Claud W. Perry is associated with Dr. J. R. and Dr. C. 1 
Young, Anderson, in the practice of general surgery. 
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Alcoholism 
Senili 


Drug Addiction 


Our ALCOHOLIC treatment destroys th ing, 
the appetite and. sl tho. 


PP eep, and uilds the ph 

and nervous condition of the patient. Liquors Fo me 
gradually; no limit on the amount necessary to prevent 
or relieve delirium. ® 


MENTAL patients have every comfort that their home 
affords. 


A Modern Ethical Sanitarium at Louisville oan 
Established 1904 Nervous 
BEAUTIFUL AND SPACIOUS GROUNDS AFFORD OUTDOOR RELAXATION 


Select cases of SENILITY accepted. Physiotherapy—Clinical Laboratory—X-Ray. on 
‘coquest THE STOKES SANITARIUM Highland 2108 


BE. W. STOKES, M.D., Medical Director, 923 Cherokee Road, Louisville, Kentucky 


The DRUG treatment is one of gradual Reduction; it 
relieves the constipation, the appetite and sleep; 
withdrawal pains are absent. No Hyoscine or rapid with 
drawal methods used unless patient desires same. 

NERVOUS pati are pted by us for observation 
and diagnosis, as well as treatment. 
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Benjamin Franklin 
Thomas 


To spare a patient, he lost his life! 


T was autumn, 1896, and American roent- 
genology was still in its premedical era. 


That’s why the noted physicist, Benjamin 
Franklin Thomas, was called upon to make a 
radiographic record of the vertebral bone struc- 
ture, at the lower thoracic and upper lumbar 
levels, in an adult patient. 


Determined to spare the patient the unpleasant- 
ness of repeated experimental exposures, Thomas 
experimented on himself. The difficult task was 
complicated by the primitive Crookes tube of 
that day—and the first exposure alone lasted 
almost two hours. 


This continued, and in two weeks time, an area 
of localized dermatitis appeared, four or five 
inches square, involving the anterior abdominal 
wall. Suffering fiercely all the time, Thomas 
carried on his work at Ohio State University 
until his giant strength gave out 15 years later, 
and he died a premature death.* 


Mark well the deeds of pioneer roentgenologists 
like these— 

For it is in their climactic shadow that we at 
Ansco press for perfection of x-ray materials. 
We are determined that you may ever look to 
Ansco and find chemicals that ease and speed 
your work—films that offer high, uniform, un- 
surpassed quality. Ansco, Binghamton, N. Y. 
*American Martyrs To Science Through The 


Roentgen Rays, by Percy Brown, M.D. Published 
by Charles C. Thomas, Springfield, Illinois. 
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Ansco 


X-RAY FILMS AND CHEMICALS 
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RADWOHL 


A complete line for clinical laboratories de- 
voted to all branches of chemistry, bacteri- 
ology, hematology, and parasitology. Tested 
and checked in our own clinical laboratories. 
Purity warranted. Our facilities assure prompt 
shipment of large or small orders. Inquiries 
invited. 


COMPLETE CATALOG 


ts catalogued alphabet- Mog 


ically—also according to sub- Yeas 
jects and techniques, plus 

ical reference guide. Catalog Cuite 
comprises full line blood test- 
ing sera includi anti-Rh, 
anti-M and anti-N; also re- 
agents for Wassermann, Kline, 
and Kahn tests. Write for your 

IN REQU 


LABORATORIES 
Gradwohl, M. D.,Director 
. 3514 Lucas Av. St. Louis, Mo. 
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Classified Advertisements 


FOR SALE—Bausch and Lomb colorimeter with magnified read- 
ing scale, less than one year old, used three times, $125.00. Write 
DYM, care Southern Medical Journal. 


Unusual opportunity general practice in group emphasis internal 
medicine, pediatrics available i diately for therapeutic-pre- 
ventive program. Fully equipped 60-bed Federal government- 
financed hospital and surrounding hea!th centers Belle Glade, 
Florida Auspices Migratory Labor Health Association. Salary 
range $4,900 to $5,900. State experience and qualifications first 
letter. Address HLM, care Southern Medical Journal. 


INTERNES WANTED—Several vacancies for first year internes, 
one rotating service. Write LWC, care Southern Medical 
ournal. 


DOCTOR NEEDED in town of about 1,000 people in center of 
farming district with about 2,500 people in the whole area. 
House is available; office and equipment left by the doctor who 
lied a few months ago. There is no doctor in the territory now. 
Write NDE, care Southern Medica! Journal. 


SUPERINTENDENT, Mental Disease Hospital Il and IlI— 
Wanted for openings in State hospitals. Must have had recent 
extensive experience in care and treatment of institutionalized 
mental patients, with administrative responsibility. Salary— 
Grade II, $5,320 to $6,650; Grade III, $4,820 to $6,025 and 
maintenance. Please mail by April 15th to the State Employment 
Commissioner, 22 Light Street, Baltimore 2, Mary!and. 
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Dr. Swift C. Black, Springfield, and Dr. Susanne Geist, 
Paul, were married recently. 


Dr. Ernest Marion Carson, Rembert, aged 67, died recently 
Dr. John Allan Ilderton, Yemassee, aged 60, died 4 
Dr. Jean B. LaBorde, Columbia, aged 53,- died recently a 
heart attack. 
Dr. Lorenz Kronrad, Columbia, aged 36, died recently, 
Dr. Charles R. May, Bennettsville, aged 75, died recently 
Dr. William E. Mills, Sumter, aged 70, died recently. : 
Dr. Joseph Hough Saye, Sharon. aged 84, died recently following 
heart attack. 


TENNESSEE 


Anderson-Campbell Medical Society has elected Dr. M. 
Davis, La Follette, President; Dr. George B. Brown, 
Vice-President; Dr. A. W. Bishop, Clinton, Vice-President: 
Dr. R. C. Pryse, La Follette, Secretary-Treasurer. : 

Bedford County Medical Society has elected Dr. Albert 
President; Dr. Taylor Farrer, Vice-President; and Dr. W 
Avery, Secretary-Treasurer, all of Shelbyville. 

Dyer, Lake and Crockett Counties Medical Society has elected 
Dr. J. Paul Baird, Dyersburg, President; Dr. C. A 


fae 


Keatts, Indian Mound, President; Dr. Edward R. Atkinson, 
Clarksville, Vice-President; and Dr. A. F. Russell, Clarksville, 
Secretary-Treasurer. 

Putnam County Medical Society has e'ected Dr. H. H. Taylor, 
President; Dr. W. A. Hensley. Jr., Vice-President: and Dr. 
Thurman Shipley, Secretary-Treasurer, all of Cookeville. 

Robertson County Medical Society has elected Dr. W. P, 
Stone, President; Dr. A. R. Kempf, Vice-President; and Dr. 
Jobn S. Freeman, Secretary-Trezsurer, all of Springfi-ld. 

Smith County Medical Society has elected Dr. R. E. Key, 
Carthage, President; Dr. H. O. Mason, Watertown, Vice-President; 
and Dr. E. D. Gross, Chestnut Mound, Secretary. 

Washington, Carter, and Unicoi Counties Medical Society has 
elected Dr. Charles P. Wofford. Johnson City, President; Dr, 
Leslie B. Herd, Elizabethton, Vice-President (Carter County); 
Dr. James S. Shull, Erwin, Vive-President (Unicoi County); 
and Dr. H. B. Cupp, Mountain Home, Secretary-Treasurer. 

White, Warren, and Van Buren Counties Metical Society bas 
elected Dr. B. C. Smoot, McMinnville, President; Dr. Paul 
Goodman, McMinnville, Vice-President (Warren County); Dr. 
W. H. Andrews, Sparta, Vice-President (White County); and 
Dr. B. L. Upchurch, Sparta, Executive Secretary. 

Sullivan-Johnson County Medical Society has elected Dr. Nat 
Copenhaver, Bristol, President: Dr. B. Roy Howard, Vice 
President; and Dr. Harlis O. Boling, Secretary-Treasurer, re 
elected. 

Blount County Medical Society hes elected Dr. R. H. Haralson, 
President; Dr. L. E. Vinsant, Vice-President; and Dr. John T. 
Mason, Secretary-Treasurer, all of Maryville. 

Four County Medical Society was recently organized and the 
presiding officers were elected Pres‘dents: Dr. Ben Marshall, 
Lincoln County: Dr. Jim Miller, Maury County; Dr. Leo Hants, 
Sr., Lawrence County; and Dr. W. J. Johnson, Giles County. 

Franklin County Medical Society has elected Dr. George L. 
Smith, Winchester. President; Dr. R. R. Gattling, Sewanee, Vice 
President; and Dr. James P. Moon, Winchester, Secretary- 
Treasurer. 

Giles County Medical Society hes elected Dr. J. H. Mors, 
President; Dr. A. W. Dean, Vice-President; and Dr. J. U. Speer, 
Secret?ry-Tre-surer, all of Pulaski. 

Hamblen County Medical Society has elected Dr. D. RB 
Roach, President; Dr. J. K. Cooper, Vice-President; and Dr. 
D. J. Zimmerman, Morristown, Secretary-Treasurer. 

Hamilton County Medical Society has instal’ed Dr. Robert C. 
Robertson, President; and elected Dr. Joseph B. Killebrew, 
President-Elect: Dr. Moore J. Smith, Secretary-Treasurer, and 
Dr. Fred B. Stapp, President-Em>ritus, all of Chattanooga. 

Henry County Medical Society has elected Dr. W. 

Rhea, Presid-nt; Dr. E. B. Paschall, Vice-President; and Dr. 
R. Graham Fish, Secretary-Treasurer, all of Paris. 
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Dyersburg, Vice-President (Dyer County); Dr. W. H. Stallings 
Friendship, Vice-President (Crockett County); Dr. W. T. Rainey 
Tiptonvi'le, Vice-President (Lake County); and Dr. David Tay. 
lor, Dyersburg, Secretary-Treasurer. 
Jackson County Mediczl Society has elrcted Dr. R. C. Gay, 
President; Dr. L. R. Anderson, Vice-President; and Dr. L, R. 
Dudney, Secretary, all of Gainesboro. 
ef Montgomery County Medical Society has e'ected Dr 
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facilitates treatment of 
many traumatic and 
chronic inflammatory con- 
ditions of the extremities. 


Fax » 


Inflammation of joints, muscles and tendons; post-operative - 
fractures; painful stumps; indolent ulcers; painful and adherent 
scars; purulent wounds, and acute arthritis—these are conditions for 
which treatment with the whirlpool bath has proved a valuable 

To adequately serve this purpose, the design of the Rocke Hydro- 
therapy Bath is a distinct departure from that of conventional 
whirlpool baths. Featured exclusively in the Rocke unit is an en- 
tirely new principle of operation that creates a steady, vertical 
circulation of whirling, aerated water, to produce a stimulating, 
massaging effect on the immersed extremity. This in addition to che * 
beneficial effects of the heated water on peripheral circulation. 4 

Instead of employing only one nozzle to create a whirl in the.-t 
water-filled tank, the Rocke Bath has ten outlets at the bottom. 
This accounts for the much greater and more uniform agitation 
here obtained. 

Aeration of the water is by means of an adjustable air-intake 
valve which permits variation of this effect for selective use. 

Write today for full par- It has been generally observed that patients gratefully acknowl- 
ticulars. Address Dept. 2618, edge their comfort during a Rocke Bath treatment, likewise the 
General Electric X-Ray Cor- sensation of immediate relief—particularly in many chronic condi- 
poration, 175 W. Jackson tions involving pain. This is another contributing factor to the 
Blud., Chicago 4, Ill. increasing popularity of this efficiently designed, efficacious unit. 
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Lawrence County Medical Society has been reorganized (formerly 
Being a part of the Five County Medical Society, now disbanded) 
and elected Dr. J. W. Danley, President; Dr. V. H. Crowder, 
Vice-President: and Dr. L. C. Harris, Jr., Secretary-Treasurer. 

McMinn County Medical Society has elected Dr. H. C. Miles, 
Etowah. President; Dr. L. H. Shields, Athens, Vice-President; and 

M. Richards, Athens, Secretary-Treasurer. 
County and Stones River Academy of Medicine 
. V. S. Campbell, Murfreesboro, President; Dr. Carl 
Adams. , Vice-President; and Dr. L. M. Kennedy, 
Marfreesboro, Secretary-Treasurer. 

Sumner County Medical Society has elected Dr. R. B. Turnbull, 
in. President; Dr. Albert G. Dittes, Portland, Vice-President; 

and Dr. W. B. Farris, Gallatin, Secretary-Treasurer. 

Weakley County Medical Society has elected Dr. M. H. Buckley, 

in, President; Dr. R. M. Jeter. Gleason, Vice-President; and 
Dr. G. S. Plog, Martin, Secretary-Treasurer. 

Dr. RB. A. Goodwin, Vanderbilt University School of Medicine, 
ille, has been awarded a research grant by Sharp & Dohme, 
Philadelphia, Pennsylvania, to suppert clinical studies on the 
evaluation of caronamide, a new drug. 

Dr. Cobb Pilcher, Nashville, was elected President of the 
Society of University Surgeons at its meeting in Boston, Massa- 
ehusetts. February 13-15. 

A broaze plaque to the late Dr. James W. McClaran, a native 
@f Jackson. was recently unveiled at Memorial Hospital, Jackson. 

Joseph G. Burd has opened his office in the Bennie-Dillon 
Building. Nashville, practice limited to orthopedic surgery. 

De James Walter Polk, Troy, and Miss Hazel Killingsworth, 
Fort Gaines. ja, were married recently. 

Dr. Victor Hill Klein, Jr., Knoxville, and Miss Frances Lathan 


were married recently. 
Dr. Frederick Victor Vance, Jr., Bristol, and Miss Ann Lyttleton 
Waddell were married recently. 
Dr. Arthur Lawrence Bellott, Jr., Memphis, and Miss Grace 
Madene Curde, Watauga, were married recently. 
DeatTus 


Dr. M. H. Allen, Lafayette, aged 54, died recently. 
Dr. John Bell Shoun, Elizabethton, aged 72, died recently. 
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TEXAS 


Bastrop County Medical Society has elected Dr J 
Stephens, Smithville, President; Dr. Joe V. Fleming, Elgin.’ D. 
President; and Dr. M. Hoch, jr., Smithville, 
Brazoria County Medical Society has elected Dr. Bethet 
Merz, Alvin, President; Dr. W. T. Galloway, Freeport Whe 
President; and Dr. A. O. McCary, Freeport, Secretary-Treasurer, 
Dawson-Lynn-Terry-Gaines-Yoakum Counties Medical 
has installed Dr. L. E. Standefer. Lamesa, President: and Society 
Dr. A. H. Daniell, Brownfield, Vice-President and President eet 
and Dr. G. W. Gerardy, Seagraves, Secretary-Treasurer. ” 
Falls County Medical Society has elected Dr. J. W, 7, 
Sr., President; Dr. G. H. Hampshire, Vice-President’ ata 
Neil Buie, Jr., Secretary. tS and Dr. 
Grayson County Medical Society has el 
Klapproth, Sherman, President; Dr. D. Herma 
Vice-President, reelected; and Dr. Don Freeman. Des 
retary-Treasurer, reelected. 
Henderson County Medical Society has el 
derson, President; Dr. L. L. Cockerell, Vice-Presideae’ 
Don Price, Secretary-Treasurer. 


Vice-President; and Dr. E. I. Hall, Kaufman, Secretary-Treasurer 

Lubbock-Crosby Counties Medical Society has elected De 
Pauline Miller, President; Dr. R. C. Douglas, Vice-President: 
and Dr. O. R. Hand, Secretary. ‘ 

Nolan-Fisher-Mitchell Counties Medical Society -has elected 
Dr. J. W. Young, Roscoe, President; Dr. C. A, 
Sweetwater, Vice-President; and Dr. S. F. Supowit, Sweetwater, 
Secretary-Treasurer. 

Pecos-Jeff Davis-Presidio-Brewster Counties Medical Society 
has elected Dr. John W. Pate, Sanderson, President; Dr. C. £. 
Eaton, Fort Davis, Vice-President; and Dr. W. E. Lackhart, 
Alpine, Secretary. 
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Chlorides in Blood 
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LaMOTTE BLOOD CHEMISTRY SERVICE 


This service consists of a series of accurate, simplified control outfits for conducting the following tests: 


The above tests can be supplied in separate units or, with the exception of the larger units (*), in 
An example is the 
LaMOTTE COMBINATION BLOOD 


To meet the request of many physicians, the LaMotte Research 
Department has developed these compact outfits. They are ideal 
where space is limited. The outfit illustrated contains all neces 
sary apparatus, reagents, etc., for determining gastric acidity, 
blood sugar, blood urea, icterus index, and phenolsulfonphtha- 
lein renal efficiency. Price of outfit illustrated, $67.50 fob. 
Towson. Similar units containing other combinations of sta 
ard LaMotte tests can be furnished. Full information and prices 
will be sent on request. 

If you do not have the LaMotte Blood Chemistry Handbook, ¢ 
complimentary copy will be sent upon request without obligation. 


LaMOTTE CHEMICAL PRODUCTS CO. 
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The KELEKET KXP-100 Combination Unit provides diagnostic 
certainty for you and complete assurance for your patient. This 
combination will quickly and accurately confirm your diagnosis 
by radiographic or fluoroscopic means. 
The Multicron Control, an integral unit of this combination, 
performs instantly and automatically essential operations which 
are normally performed manually. 
Ample power plus a three position tilt table add up to a com- 
bination that will meet every radiographic or fluoroscopic need 
you desire. 
For complete information on the KXP-100 Combination Unit 
ask your KELEKET representative for Bulletin No. 102 or write us. 


The KELLEY-KOETT } Manufacturing Co. 


2563 WEST FOURTH ST. : COVINGTON, KY. 
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Smith County Medical Society has elected Dr. M. H. Moore, 
President; Dr. Jesse Goldfeder, Vice-President; and Dr. William 
M. Bailey, Secretary-Treasurer, all of Tyler. 

Tom Green-Eight County Medical Society has installed Dr. 
R. M. Finks, San Angelo, President; and elected Dr. Lewis K. 
Tester, San Angelo, President-Elect; Dr. W. J. Swann, Sterling 
City, Vice-President; Dr. H. M. Anderson, San Angelo, Secretary; 


and Dr. J. B. McKnight, Sanatorium, Treasurer, reelected. 
Williamson County Medical Society has elected Dr. B. A. 
Kirkpatrick, Taylor, President; Dr. Howard Wheeler, George- 


town; Vice-President; and Dr. J. J. Johns, Taylor, Secretary- 
Treasurer. 

Austin-Waller Counties Medical Society has elected Dr. H. E. 
Roensch, Bellville, President; Dr. S. €. Walker, Hempstead, 
Vice-President; and Dr. R. A. Neely, Bellville, Secretary-Treasurer. 

Bee-Live Oak-McMullen Counties Society has elected Dr. C. D. 
Gipson, Three Rivers, President; Dr. G. W. Sansom, George West, 
Vice-President; and Dr. D. W. Davis, Three Rivers, Secretary- 
Treasurer. 

Bell County Medical Society has elected Dr. O. B. Gober, 
President; Dr. Travis Smith, Vice-President; and Dr. J. G. 
Rodarte, Secretary-Treasurer. 

Bexar County Medical Society has elected Dr. J. L. Cochran 
President; Dr. Thomas W. Sharp, Vice-President; Dr. T. A 
Pressly, Treasurer; and Dr. J. W. Winter, Secretary, all of San 
Antonio. 

Brown-Comanche-Mills-San Saba Counties Medical Society has 
elected Dr. Joe R. McFarlane, San Saba, President; Dr. Fielding 
M. Pope, Brownwood, Vice-President; and Dr. Paul M. Wheelis, 
Brownwood, Secretary-Treasurer. 

Coleman County Medical Society has elected Dr. C. O. Moody, 
President; Dr. J. C. Young, Vice-President; and Dr. M. E. 
Weaver, Secretary-Treasurer, all of Coleman. 

Denton County Medical Society has elected Dr. Walter S. 
Miller, President; Dr. Bert Davis, Vice-President; and Dr. Bobby 

, Secretary-Treasurer, all of Denton. 
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DeWitt County Medical Society has elected Dr. F. 4. 
Cuero, President; Dr. Chauncey Milner, Yoakum, Vice. Prater, 
and Dr. A. J. Bohman, Cuero, Secretary-Treasurer, Presiden; 

Galveston County Medical Society has elected Dr 
McGivney, Galveston, President; Dr. Andrew Magliolo Dictina® 
Vice-President; and Dr. E. J. Lefeber, Galveston, Secretary 

Gray-Wheeler Counties Medical Society has elected Dr ¥ 
Kelley, Pampa, President; Dr. H. E. Nicholson, Jr Wheat 
Dr. H. Y. Sygler, Shamrock, and Dr. K. W. Pieratt , 
Vice-Presidents; and Dr. W. Purviance, Pampa. Papa, 

Hardin-Tyler Counties Medical Society has e' 

Lancaster, Sour Lake, President; Dr. T. A. Teaser Shae 
Vice-President; and Dr. W. H. Beazley, Silsbee, Secretary 

Hidalgo-Starr Counties Medical Society has ‘elected Dr 
Carl Reed, San Juan 

resident; an r. joy uthwick, Edinb Secret ot 
Treasurer. 

Hill County Medical Society has elected Dr. ie Boyd, 
President; Dr. Ben C. Smith, Vice-President; and Dr. 

A. Garrett, Secretary-Treasurer, ree'ected, all of Hillsboro. 

Hunt-Rockwall-Rains Counties Medical Society has elected Dr. 
E. T. Crim, President; Dr. Ralph Jenks, Vice-President: and Dr. 
Fred Peak, Secretary, all of Greenville. , , 

Jefferson County Medical Society has elected Dr Dudley 
Dr. Russell C. Wiloughby Groves, 

fice-President; an r. Lamar Bevil, Beaw Secretary. 
Treasurer. 

Kleberg-Kenedy Counties Medical Society has elec 
Ewert, President; Dr. L. P. Noel, Jr., Vice-Predidsat nal 
S. C. Dunn, Secretary-Treasurer, all of Kingsville. ; 

Lamar County Medical Society has elected Dr. John A. § 
President; Dr. D. F. Kerbow, Vice-President; and Dr, 

L. Lewis, Jr., Secretary-Treasurer, all of Paris. 

Nacogdoches County Medical Society has elected Dr. C. T 
Smith, President; Dr. C. F. Neuville, Vice-President; and Dr. 
James G. Taylor, Secretary, all of Nacogdoches. 
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“Stabilizes Autonomic Functions 
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FREE: HUMAN INTEREST 
GOOD POSTURE CHART in 
full color 18x24” designed 
for physicians’ offices, clin- 
ics and health centers. One 
in @ standard series widely 
distributed in schools, col- 
leges, industrial plants, 
“Y's and similar outlets. 
Write for your office copy 
of this educational chart on 
your professional letterhead 
to SAMUEL HIGBY CAMP 
INSTITUTE FOR BETTER 
POSTURE, EMPIRE STATE 
BLDG., NEW YORK I, N. Y. 


9th ANNUAL 


MAY 5 TO 10 


POSTURE IMPROVES 


In its ninth year, National Posture Week 
continues its sound ethical program of focus- 
ing the attention of the country on the sig- 
nificance of Good Posture as an important 
element in good health and physical fitness. 


Distribution of authentic literature through 
schools, colleges, medical and government 
bodies; and industrial, professional and civic 
public health groups is an important part of 
the program. Physicians, educators and lay 
groups in the field of public health have 


pany, Jackson, Mich. 
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PosTurE IS A. Good" ‘HABIT 


soor mecmamies PHYSICAL 


shown in practical cooperation and volumi- 
nous correspondence that they approve the 
methods of National Posture Week and its 
year-round program. 


It is our hope that our current campaign will 
again merit the approval and cooperation of 
the medical profession. 


S. H. CAMP & COMPANY, Jackson, Michigan 
World's Largest Manufacturers of Scientific Supports 


Offices in New York ¢« Chicago 
Windsor, Ontario «¢ London, England 


These two heavily illustrated 16 page booklets on F 
FREE: Posture prepared especially for distribution by ; 
Physicians to their patients. Their titles are: ‘“The 
Human Back... its relationship to Posture and Health’’ and 
“Blue Prints for Body Balance.’’ Ask for the quantity you 
need on your professional letterhead. THE SAMUEL HIGBY 
CAMP INSTITUTE FOR BETTER POSTURE, Empire State 
Bidg., New York 1, N. Y. Founded by S. H. Camp & Com- 
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Liquid Extract of Liver 
—VALENTINE 


U.S.P. 


The following recent publica- 


tions suggest, directly or indirectly, 
the application of oral liver extract: 


Nutritional Macrocytic Anemia, 


Especially in Pregnancy.’ 


Vitamin Levels in Pernicious 


Anemia. 


Progressive Addisonian Per- 
nicious Anemia, Successfully 


Treated with Intravenous Choline 


Chloride.’ 


(Liquid Extract of Liver U.S.P. 
VALENTINE is relatively high in 
choline and other B-Complex con- 


stituents, excepting thiamin. ) 


References 


1Amer. J. Med. Sci. 211, 513 (May, 1946). 
2Ibid. 212, 179 (August, 1946). 
3]. Clin. Invest. 24, 278 (May, 1945). 


VALENTINE CO., INC. 


RICHMOND 9, VIRGINIA 


April 1947 
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Navarro County Medical Society has elected 
Sanders, Kerens, President; Dr. William S. Sneed, Dr. Gutley We 
President ; and Dr. Paul H. Mitchell, Corsicana, 

Nueces County Medical Society has elected Dr. "Foy . 
Corpus Christi, President; Dr. Alvin Ashmore, a lag 
Dr. Robert J. Sigler, Secretary-Treasurer, all ‘of 

Palo Pinto-Parker Counties Medical Society es: elected 

eatherfo ice-President ; and Dr ohn "Miner 
Wells, Secretary-Treasurer. 


ical Society has elected Dr. W. H. McClure, K. pd 
Harold Lindley, Pecos, Vice-President; and - 
, Wing, Secretary. : 


. Adams, President; 
Secretary, of Abilene. 
ravis County Medical Society has elected Dr. 
President; Dr. Charles B. Dildy, Vice-President; 
Gilbert, Secretary-Treasurer, all of Austin. 


Dr. E. M. i President; Dr. G. E. Penny, Vi President: 
and Dr. John T. Lowry, Secretary-Treasurer, yn all 


Wichita County Medical Society has elected Dr. 
President; Dr. S. L. Daily, Vice-President; and 
McFatridge, Secretary-Treasurer, all of Wichita Falls. — : 

Twelfth District County —— Society has elected Dr. 


Howard Wells, Waco, President; Dr. R. R. White i. ‘wt 
President; and Dr. G. Connally, W; Secretary, 
reelected. 


Beaumont Municipal Hospital, Beaumont, has ¢) 
staff Dr. R. H. Engledow. President; Dr. W. i se an 
President; Dr. P. N. Fortney, Secretary; Dr. orman ‘Duren 
Chief of Surgery; and Dr. Seab Lewis, Chief of gl, 
Heed Pre has lected to its staff: Dr. J. 
ear esident; Dr. R. F. mham, Vice-P. 

Edward Crocker, Secretery. resident; and Dy. 

Jefferson Davis Hospital, Houston, has named Dr. W. S. Red, 
Jr. Chief < Medical Staff; Dr. Ralph C. Paws Vice. 
Chief; Dr. Bloom, eo & Dr. Clyde M. Warner, Chief 
of Surgery ; ae ‘Dr. W. A. Clark, Chief of Medicine. 

George m, the new Chief of Staff of Maternity Division; 
and Dr. John Wall, Secretary. ad 

The Methodist Hospital, Houston, will have on its staff Dr, 
John T. Stough, President; Dr. Emile Zax, President-Elect; Dr. 

J. Roy Theriot, Vice-President; and Dr. Ruth jg 
Secretary. 

antes, Memorial Hospital, Abilene, has elected to its staff 
Dr. L. F. Johnson, Abilene, |; of Medical Staff; Dr. J. C. 
Duff, Anson, Vice-Chairman; | Dr Floyd Taylor, Abilene, 
tary; R. W. Varner, Abilene, Chief of Surgery; 
J. N. Burditt and Dr. George W. Thurman, Abilene 
Committeemen. 

Nazareth Hospital, Mineral Wells, will be served by the follow- 
ing officers: Dr. R. H. Smith, President; Dr. R. C. Jordan, Vice- 
President; Dr. Ben L. McCloud, Jr., Secretary ; Dr. 
Records Chairman; Dr. W. B. 
Dr. John Allensworth, Chief of Medical Service; ; 
Williams, Chief of Eye, Ear, Nose and Throat; Dr. Edward | 
Veager, Chief of X-Ray; and Dr. Ben L. McCloud, Jr. 
of Obstetrics. 

University of Texas Medical Branch has received grants 3 
follows: $5,700 from the Texas Division of the American Cancer 
Society to support the cancer clinic; $3,600 from the Pilot 
Club, a business and professional women’s organization of Gal- 
veston, for a public health field instructor to work with the 
public health department of the John Sealy College of Nursing; 
$2,000 was given to Dr. John G. Sinclair, Professor of Histology 
and Embryology, to further his studies on the correlation of 
sickness and death occurring prior to, during, or immediately after 
birth in relation to the blood picture and other factors. 

Dr. Mildred Stanley, Tylor, a graduate of the University of 
Texas Medical Branch, has established the Mildred Stanley loan 
fund for women medical students, a $250 loan being available 
annually for a needy’ woman student. 

Dr. John G. Sinclair, Galveston, has been elected President, 
Texas Academy of Science. 

Dr. Horace Duncan, Dallas County Health Officer for fourteen 
years, has resigned to join the medical staff of the Veterans 

Dr. J. R. Turner, formerly Midland Health Officer, is Director, 
Cameron County Health Unit. 


Continued on page 68 
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AVAILABLE PATTERNS INCLUDE— 


Nes. 3, 4 and 7 .. For general surgical use. 
Nos. 3L and 4L.. .. Elongated handles for deep 


surgery. 
No. 3LA ....... ...An offset, elongated handle for 


use in hysterectomies. 


No.9 .............. ...A small, finely balanced handle 


for ophthalmic, plastic and 
minor surgical use. 


SURGICAL KNIFE HANDLES 


Outstanding for their durable fabrica- 
tion and capacity to accurately and firmly 
fit every B-P Blade, their combined qual- 
ities of practical design, balance and’ 
finish are as distinctly individual as a 
fingerprint. 

Genuine B-P Handles may be readily 
distinguished by the Gothic Arch pattern 
of the distal ends . . . a time-conserving 
aid in blunt dissection: As quality prod- 
ucts, they are built for long periods of 
satisfactory service . . . designed to resist 
the damaging effects of hard, constant 
use. In the end, more economical by far. 


Ask your dealer 
BARD-PARKER COMPANY, INC. 


BARD-=-PAR 
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Continued from page 66 


Dr. Gaylor A. Hart, Dallas, and Mrs. Anne Calcough Long- 


fellow were married recently. 


Dr. Michael K. O’Heeron and Miss Scharmayn Olsen were 


married recently. 


DEATHS 


Dr. Joseph Corrigan, Jr., Conroe, aged 34, was killed recently 


in a crash of his private plane. 


Dr. Richard Bland Ford, Corpus Christi, aged 46, died recently 


of heart disease. 


Dr. Elbert Goolsby, Paris, aged 67, died recently of coronary 


occlusion. 


Dr. Henry G. Hertel, Giddings, aged 73, died recently of 


heart disease. 


Dr. Edgar Wright Moss, Mission, aged 65, died recently of 


coronary occlusion. 


Dr. Holmes Ely Perrine, Fort Worth, aged 38, died recently 


of tuberculosis. 


VIRGINIA 


Albemarle County Medical Society has elected Dr. J. Edwin 
Wood, Jr., President; Dr. W. Roy Mason, Vice-President; and 


Dr. C. Marshall Lee, Jr., all of Charlottesville. 
Fredericksburg County Medical Society has elected Dr. L. 


Busch, President, Dr. N. Talley Ballou, Vice-President; and 


Dr. James G. Willis, Secretary-Treasurer, all of Fredericksburg. 


Lynchburg Academy of Medicine has installed Dr. F. Read 
Hopkins, President; and elected Dr. Harold Riley, President- 


Elect; Dr. Eugene S. Groseclose, Vice-President; and Dr. 
H. Cox, Secretary-Treasurer, all of Lynchburg. 
Mid-Tidewater Medical Society has elected Dr. Joan R. G 


ill, 
Mathews, President; Dr. R. D. Bates, Newtown; Dr. J. M. 
Gouldin, Tappahannock; Dr. A. W. Lewis, Jr., Aylett; Dr. H. A. 
. Van Name, Urbanna; Dr. Clarence 
1, Sparta; and Dr. R. B. Bowles, Mathews, Vice-Presi- 


Tabb, Gloucester; Dr. A. L 


April 194) 


dents; and Dr. Malcolm H. Harris, West Point Secretary. 
urer, reelected. 


Patrick-Henry Medical Society has elected Dr. W 
ice-President; an r. Mason Rowe, Martinsville 

Treasurer. Secretary. 

Richmond Academy of Medicine has installed Dr. Douglas 

hapman, President; and elected Dr. E. T. Gatewood Preside 
Elect; Dr. Charles L. Outland, and Dr. H. J. Warthen, Jr, Vix 
and Mrs. Mary N. Godbold, xecutive Seer 
reelected, all of Richmond. tary- Treasurer, 

Rockingham County Medical Society has elected Dr Galen 
G. Craun, Harrisonburg, President; and Dr. B. W. Nash Timber. 
ville, Secretary-Treasurer, all of Timberville. ; 

Warwick County Medical Society has elected Dr. Emanuel 
Greenspon, President; Dr. W. A. Mitchell, Vice-President: por} 
Dr. William H. Woodson, Secretary-Trezsurer, all of Newport 
News. 

Charles City County and New Kent County were recently 
added to the Peninsula Hea!th District with offices in Charles 
City and Providence Forge, respectively. Dr. Thomas F. McCough, 
Jr., is Health Officer with headquarters in Hilton Village. 

The Amelia-Goochland-Powhatan Health District has beep 
established with headquarters at Powhatan. Dr. Henry M. Snead 
is Health Officer. 

Hanover-Caroline County Health District has been created with 
headquarters at Ashland. Dr. J. D. Hamner, Jr., is Health Officer 

Amherst-Campbell-Charlotte Health District has been created 
with headquarters at Rustburg. Dr. S. S. Shouse is Health Officer 

Fauquier-Prince William-Stafford Health District has been i 
with headquarters at Manassas. Dr. J. S. Still is Health Officer 

Dr. Linwood Farley has been appointed Health Office, 
Augusta County Health Department, with headquarters at Staup. 
ton. 

Dr. James Motley Booker, Lottsburg, and Miss Marilyn 
Cape Charles, were married January 11. Seat, 


Continued on page 70 


Importance of Ophthalmoscopy in Diagnosis 


9] Presents a Study of the Fundus Oculi 


The importance of ophthalmoscopy in diagnosis of 
general diseases is universally recognized. The diagno- 
sis of numerous pathological conditions may be first 
made by examination of the fundus, and in these and 
many more, ophthalmoscopy is of importance in fol- 
lowing the progress of the disease. Formal training 
and constant practice are necessary for appreciation 
of fundus detail and interpretation of pathologic find- 
ings. This can be best secured by making ophthal- 
moscopy a routine part of every physical examination. 


Fourteen representative conditions commonly en- 
countered in ophthalmoscopy are described in American 
Optical Company’s booklet entitled “‘Common Patho- 
logical Conditions Revealed by Studies of the Fundus 
Oculi.”” A well-known anatomical artist illustrated 
these cases from actual observation with the ophthal- 
moscope. 


We believe this booklet is a valuable addition to 
avgilable literature on the subject and will be pleased 
to send a copy to any physician or medical student re- 
questing it. Please address the Ophthalmic Instru- 
ment Division of the American Optical Company, 
Southbridge, Massachusetts. 


American & Optical 


COMPANY 
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Milk Formu 


PRESENTS A COMPLETE 
PROGRESSIVE ROUTINE 

Provides unprecedented efficiency, speed and 
safety. Used containers and supplies, when re- 
turned to the clean-up room, are conveniently 
washed, aseptically conditioned for prompt 
delivery to the sterile Formula Preparation 
Room where formulas may be prepared and 
stored for use as required. 


Laboratory Service 


MEETS ALL CAPACITY NEEDS 

Units of equipment which include special 
bottle washing units, sterilizer-disinfectors, 
precision water sterilizers, work counters, 
storage cabinets, bottle warmers, portable car- 
riages and allied units are designed to accom- 
modate capacity requirements of from 72 
bottles per day up to unlimited needs. 


CONSULT OUR PLANNING SERVICE... 


staffed by able technicians thoroughly quali- 
fied to assist you in planning an installation 
best suited to your available facilities...a 
gratis service. 


write for complete details 


AMERICAN STERILIZER COMPANY 


Erie, Pennsylvania 


DESIGNERS AND MANUFACTURERS OF SURGICAL STERILIZERS, TABLES AND LIGHTS 
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Continued from page 68 


Dr. Jacquelin Marshall Harrison, Richmond, and Miss Alice 
Ridgely Fisher, Baltimore, Maryland, were married January 4. 

Dr. Thomas M. Perry, formerly Director of Laboratories, 
Alexandria Hospital, Alexandria, is Director of Laboratories, 
George Washington University, Washington, D. C. 


DEATHS 
be Joseph Albert Abercrombie, Richlands, aged 40, died re- 
cently. 


Dr. James Henry Deyerle, Harrisonburg, aged 70, died recently 
of coronary occlusion. 


Che Quich, Casy Way 
to Strain FRESH Foods 


The Foley Food Mill conserves mother’s time and energy in 
straining fresh vegetables and fruits. With just a few turns of the 
handle, the Foley Food Mill separates fibres and hulls, pureeing 
all cooked foods 


or adult diet— 
peas, carrots, 
beets, string 
beans, spinach, 
apple sauce, 
prunes. Made of 
steel, rust and 
acid-resistant. 
Available 


85-4 Second St. N. E. 


FOLEY MFG. CO. 13, Minn. 


As special offer to Doctors only, I enclose $1.00 for 1 House- 
hold Size Foley Food Mill. 3 


Address 
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Dr. Thomas Benjamin Pearman, Richmond, aged 49. 
De Rebert "Vou Goby, aged 
r. t Van Valzah, y, 64, 
cardiac failure. Aled 


WEST VIRGINIA 


Boone County Medical Society has elected Dr. W 
kerson, President; Dr. A. E. Glover, Vice-President; 
Dickerson, Secretary-Treasurer. 

Fayette County Medical Society has elected Dr. W. 
President; Dr. A. L. Harless, First Vice-President; Dr, A 
Updike, Second Vice-President; and Dr. J. N. Jarrett, Seoriary. 
Treasurer. 


Mingo County Medical Society has elected Dr. H. 
Dr. W. H. Price, | Vice-President; re 


Potomac Valley Medical Society has elected Dr. J. H. Wolverton, 
Jr., President; Dr. J. B. Grove, Dr. O. V. Brooks, Dr, & W 
Dailey, Dr. O. F. Mitchell and Dr. Robert Bess, Vice-Presidents: 
and Dr. E. A. Courrier, Secretary-Treasurer, reelected. : 

Dr. Norman G. Angstadt, for many years Director, Bureay of 
County Health work and Acting Director of the’ Bureay of 
Maternal and Child Hygiene in the State Health Department, has 
resigned to become Director of the Department of Medical 
Supervision of the school district of Reading, Pennsylvania, 
— Greene, formerly of Masontown, recently re. 
e: rom military service, is serving as Pai i 
Memphis, “Tennessee.” thologist at the 

e Governor has appointed the followi hysicians 
State Advisory Council to consult with the "State Health De - 
ment in carrying out th: purposes of the Hill-Burton 
construction act: Dr. Paul H. Revercomb, Charleston; Dr. 

B. Biern and Dr. Robert J. Wilkinson, Huntington; Dr. Marvia 
H. Porterfie!d, Martinsburg; Dr. Richard O. Rogers, Bluefield: 
Dr. William R. Laird, Montgomery; and Dr. Andrew E. Amick 
Lewisburg. 

succeeds Dr. C. M. 
resigned, as Superintendent, Fairmont Em Hospi 

Dr. J. L. Patterson, Holden, has moved Lea —_ 

Dr. Arthur K. Lampton, Gallagher, has assumed his duties as 
Medical Director, Monsanto Chemical Company, Nitro, and is 
residing at Charleston. 

Dr. Charles Neill Scott, Martinsburg, and Miss Louise Clayton, 
Baltimore, Maryland, were married February 8. 

DEATHS 


Dr. Perthas Calvert Chenoweth, Grafton, aged 45, died recently 
of pulmonary embolism following a cholecystectomy. 

Dr. Kyle M. Jarrell, Beckley, aged 65, died recently of 
cerebral hemorrhage. 

Dr. Charles Tiffany St. Clair, Bluefield, aged 73, died recently 
of heart disease. 

Dr. Lucian N. Yost, Fairmont, aged 75, died February 4, 
following a paralytic stroke. 


DUBIN AMINOPHYLLIN 


Ease the..- 


EDEMATOUS TISSUES 


e 
In Bronchial Asthma, Paroxysmal Dyspnea, 


ACTIVE DIURETIC MYOCARDIAL STIMULANT 


TABLETS » AMPULS - POWDER - SUPPOSITORIES 


H. E. DUBIN LABORATORIES, Inc., 250 East 43rd St., New-York 17,N.Y. 


BRONCHIAL RELAXANT 


Cheyne-Stokes Respiration. 


President; Dr. J. E. Wilson, Jr., Vice-President; Dr. 
= @6©>. Allman, Secretary, reelected; and Dr. L. H. Mills, Treasurer 
Mercer County Medical Society has elected Dr. E. |. Gage 
: President; Dr. Daniel Hale, Vice-President; Dr. Frask 
Holrovd. Secretary. reelected: and Dr. Robert Fugar mr 4 
Lal 
fine enough for — 
| 
ate 
o*. 
ment and hard- er. 
ware stores, or 
send coupon. 
Retail price $1.50. Special Offer to 
doctors, 1 only, $1.00 postpaid. 
| 
| 
| 
DISTRESSED 


SOUTHERN MEDICAL JOURNAL 


Developed to save fime and simplify inultipie odministralions of Pentothat 
Sodium, the Johnson Ouifit offers, for the first time, focilities’ for a ‘com- 
pletely doted method using the sysinge, drip or a combingtion of both 
technics. By simply charging a short fength of tube and the needle assam- 
bly, an entire doy’s schedule of administrations may be carried out without 
the usual loss of time involved in autoclaving preporation between patients” 
The equipment has been given exhaystive tests in hospital use. : 


Witte now for complete infounation contained in special cireviot ox 
pluining the new technic step by step ond the compicte equipment invelved: | 


An ALORCOMPANE = 


Olive St. 3; Met 


FF 


Depart: 
hospital 
Oscar 
Marvin 
uefield; 
Amick, 
tal. 
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“M. E. S. CO. Ointments 


OPHTHALMIC AND NASAL 


| 
Manhattan Eye Salve Company 


Incorporated 1063-65 Bardstown Road, LOUISVILLE 4, KENTUCKY 
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The function of Amigen and Protolysate 


1 LITER (1000 cc) 


is to supply the amino acids essential 


AMIGEN 5% for nutrition. Both can be given in place | 


IN 52 DEXTROSE SOLUTION of proteinwhen protein cannot be eaten 
wamunc. De ot or digested, or in addition to protein 


acts when the protein intake is insufficient. 
Din, “Ss of casein | 
acids and 
q With § percent 4 
con- | keep the unopert 
ated to pH 6.5. cool 


Administered in adequate amounts, 


they prevent wastage of protein, restore 


Test No.___..- 


previous losses, or build up new body 


protein. 


PROTOLYSATE 


For Oral Administration 


A dry enzymic digest of casein containing 
like Amigen, Protolysate is an enzymic | “ids and polypeptides, useful as a source of f 


ly absorb iven orally o 
digest. of casein and consists of amino 
7 Wide. Protolysate is designed for adm 
atids and polypeptides. Like Amigen, | “on in cases requiring predigested proteia- 
mode of administration and the amount ' 


Protolysate supplies the nitrogen es tiven should be prescribed by the physicit® 


ential for maintenance, repair and 
M co. 
growth. SS EAD JOHNSON & 


EVANSVILLE, IND.. U.S.A 
Unlike Amigen, which may be em- 
Ployed both orally and parenterally, 
Protolysate is designed only for oral 
‘use. 1 Ib. cans at drug stores 


fea JOHNSON & CO., EVANSVILLE 21, INDIANA 


shortage now of AMIGEN for parenteral use. There is no shortage now of PROTOLYSATE for oral use. 
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the symptomatic, irelief afforded. ‘by BENADRYL 
hydrochloride i is Lrompt. Cliniéal investigations 
Ye: the country ¢ over have shown this antihistaminic 
Regent i is usefuh in the symptomatic management of 
wrticaria, contact dermatitis, erythema multiforme, 


Bus sensitization, vasomotor rhinitis, hay fever, 
ond other histaminiginduced allergic conditions. 


BENADRYL (betasdimethylaminoethy| benzhydryl 
ether hydrochloride), an antihistaminic agent with 
antiallergic and antispasmodic properties, is available 

in Kapseals of 50 mg. each, and as a palatable 


r containing 10-mg. in each teaspoonful 


¢ } 
hydrochloride 
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PARKE, DAVIS & COMPANY, DETROIT 32, MICHIGAN "seam ee 
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